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PREFACE

Thenuranghomerefomlaw of OBRA ‘87 provided angpportunity toensuregood dinicd pradiceby aegtingaregulatary
framenwark thet recognized theimpartancedf comprenesveassessmant asthefoundation for dlanningand ddivering careto
thiscounry’ snursnghomeresdats TheResdat Asssssmant Indrumant (RAI) repuiremantscan bevieved asampoweing
todindansinthet they provideregulatory Sppart for gooddinicd pradice TheRAI issmply adandardized, new goprcech
for doingwhet dindanshaveawayshbean doing, or should havebeen daing, rd aed to assesang, planningand providing
indvidudlized care HCFA's dfartsindevd opingtheRAI and assodiated palidies therefore, havedwaysbemn cantared on
the premise "What is the right thing to do in terms of good clinical practice, and for al nursing home resider

Thissame philosophy hasbeen shared by theather membersof thearigind desgnteam, and thecountlessindividuals
rgoresanting assodaionsand Sategovanmatswithwhichwehavewarkedinpatnasiipinimpemanting theRAI netiarelly.
| bdieetratitisthisempheasonintaweaingtenasof gooddinicd practicewithinaregulatory modd, morethenany aher
factor, thet hescontributed to our successful implementation of theRAI nationelly, and moreimportantly, thesucoessful use
of the RAI by individual nursing homes to provide quality care to their residents.

Inintrodudngvarson20df theRA, itisimpartant to natethat wedwaysintended thet theRAI would beadynamictod.

Inessance, wereoognized that wecould not Smply pubdishtheM DS and RA Psin 1990 and expect thet they cold serveas
afoundaionfar theddivery of long tarm caresarviceswithout ongaing eva uationand refinement over time: Conseguiently,

withthedesgretiondf theaignd versondf theRAI, HCFA medeacommitment totheprovidarsand consumearsaf nursing
homesarvicestha wewoul d gponsor thecontinued refinement of theRAL. Whiledhangeisdwaysdifficult, thiswork is
necessay inarder for theRA toincoparatedate-of-the-art chengesindinica pradticeand assessmant methodd ogies aswl

as accommodate the changing needs of the nursing home population.

HCFA beganangpenandvary cdllborativeprocesstodedapvason 204 theRAI inearly 1998 by requesingcommants
onthearigind versonthroughanaticedf proposed ruemeking published intheFederd Regider. Workinginconoartwith
key membarsaf theaigind RAI devd opment team, JohnN. Marmis PhD., andKahaineMurphy, RN, M.S, & Herew
Rehehilitation Center for Agedin Boston, HCFA then beganthearduoustask of conaultingwithnurang homedaf, Sate
apgendes and nationd organizationsrepresanting theindudry, consumars and professond disdplines Weproduced asaries
of draft documents and continued our refinementsbiased on commentsfromindividualsend orgenizationswith yearsof
expaienceinuangthearigind RAI. Wemademany subdtantivechangesbased onthecommentsof nurang homegtaff
patidpainginafiddtes of thenawv MDS whichfocussd onenauing thedinicd utility andinter-rater rdichility of nev MDS
items Wedso consuitedwithanumber of Satesand organizationswith exparienceinautomaingtheMDS inarder tomeke
version 2.0 more computer - "friendly."

Thaewareanumbe o "guidng prindples’ weusadindevd oping verson 20that giveingght intothe programmaticgodl's
and priorities that shaped the new instrument:

. Inkegaingwiththedinicd focususaedtodesgntheaignd MDS wemedeonly thoseaddtionsor dengesthet
nursnghomeg&f vieved asprovidingussful informationfor careplanning. Our primary ruecf thumbin
decidingwhether toadd or changeanitemweas" I sthissomething that dinidansnesdtoknowinorder to
providecarefor anuranghomeresdent?' Weasosrovetokegpthisaminmumdatasst. Asweweaosd
throughaninnumeradlenumber of exadlent suggestionsfor additiond items wewould ask oursdveswhnether
theitem provided vitd informationor woud smply be"nicetoknow;" andwhether itwessomathing thet wes
necessary toknow for al nuranghomeresdents Thiswastruly adifficult task andwill nodoubot resuitin
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sverd unhappy individualswhosesuggestionsdid nat survivesuch sorutiny. Assuch, theMDSverson2.0
remainsasymbol of compromise--probably lessinformationthanwemight liketo have, but dearly an
improvament asevidenosd by thepostiveresoonsesdf faality 3&ff partidpetinginour fiddtest andthepostive
comments received from States and associations.

Wedsorecognized theinareesing purposssfar which M DS datai shaing used by both nurang home st and
Saes Povidadthet itemsmet theprimary test of Supplying necessary informetionfor dinicd gaff, wednose
toadd someitamstihet woulddso suppart programmitic nesds Suchasfor payment and quelity improvement
gydams Totheextent thet such programscould besupported by thedinica information otained fromthe
MDS itwesfdt thet thiswould minimizelburden onfadlitiesby redudngthenesdtorepart duplicative setsof
informetion. Conseguently, inresponsetotheincressng number of Satesthet havedreedy implemented o
eqresssdanintaetinusngMDSdeafor aMedicad casemix rambursament sysem, weadded thoseitems
necessay tocdaulateResource Utilization GroypsH (RUGSHHT. RUGSH I isthepaymant dassficaions/dem
thet wasdevd oped for theHCFA goonsored " Nurang Home Case-Mix and Qudity” Demondration. Ithes
dready beenimplemented asthebas sfor Medicaid payment by thefour Statesparticipatinginthe
Demondration, with plansfor 9x Satestomoveto RUGsH | driven payment for Medicarein partidpating
fadliies Desgningverson2.0tosuppart case-mix rambursament sysemsreguired theaddiionof ssvad
itemnsfromthetod knownastheM DS+ which hesbeenusadinten Satesfar Medicaid payment. Thiswesinat
inoppostiontoour primary ruleaf "dinicd utility;" hovever, asmany of theM DSt itemsaddresssd dinica
"hdles’ intheorigind MDS(eg., issuesrdaedtoresorativenurang care, thergpies kincare ec.). The
incorparationaf dl "payment” itemsintothecoreM DSdiminaesthenesd for Satestoimplemat dtemnae
ingrumantstosuppornt paymeant sysams unlessadditiord itemsarenesded for Sate adificpayment sysams

Inkegpingwiththegod of HCFA’ sHedth Sandardsand Qudity Bureau (HSOB) tomoveforwardwithan
MDSdrivenqueity monitaingandimprovemant sydem, wehaved o added thoseM DSHitemsnecessary to
genaaemany of theQudity Indicatars(QI'9), asdevd aped by the University of Wiscongnunder theaugpices
of theaforementioned Demondration. Thisreguiredtheadditionof afew itemstothecoreMDS. More
dgnificantly, thisprogrammeticgod undersoarestheimportancedf thequarterly review, asmoreinformetion,

submitted morefrequently, will bereguiredto support our futurequdity monitoringsysems. Howeve, it
shouldd s bedressd thet noitemsweareadded tothequarterly review repuiremat oldy toprovide QI deta
Therewassgnificant agreament withintheassodationsand Sateswithwhichweconauited thet theoriging
quartaly review requirement did nat providefadliieswithdl itamsnecessary toadequetdy monitor resdents

daus Inthisregard, wead o hedto compromiseand could not acoommodated | of thegood uggesionswe
received for adding items to the quarterly review requirement.

You will notice a number of changesin the new MDS, which are highlighted below:

Thestionshavrebeanreordared (eg, ADLsarenow foundin Sscion G). All SateRAIswill now haveone
conggent ordaring of sections withany additiond StatepedificitemsfoundinSedtion S SectionsT andU
havebean devd oped for usein Sates participating intheMedi careNurang Home Case-Mix and Quity
Demonstration, and are not a part of the core MDS.

A number of itemsand sstionshavebean condrudted tofaallitate computerizationand detaentry. Thereare
donew formsdesgnedfor thispurpose: Basc Assessment Tracking Form, Section AA - Identification
Informetion, whichhesdll key information nesded totrack resdentsin datasysems, andformsfor tracking
residents on discharge and reentry into the facility.
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. Saverd new scdeshavebeenadded to hdpdinidansbeter underdand aresdant’ ssausinanumbe of aress
For example therearenow Scdesthat messurethedtarahility and frecuency of behaviord symptomsandthe
frequency and intensity of pain.

. Sad itemsharebesn added inregponsetothechanging nesdsof thenurang hamepopulaion. Forexampe
theincreaseinsubacute, hogpice, and hort-tem day populationsledtotheindusonaof itemsassessng pan,
discharge potential, restorative and rehabilitation needs, and infections.

Vason20hringsanatempttodreamlinetheRAPtriggers Andysesof largedatasetswereconducted toimprovethe
predictive power of thetriggers Inmoresmpletams whichtriggerscontributed mogt sgnificantly totheidentification of
prodemswaranting careplans? Whichtrigger itemscould bediminated? Alongwith reduang thenumber of trigger items
overall, we also eliminated the distinction between automatic and potential triggers.

Therehavednbemanumber of chengesintheRAI utilizationguiddines whichisaregulatory taamfor our indrudions
onhowtheingrumant mugt beusad. Forexample wearested anew ddiintionaof significant dnengeand modified our guidence
onwhenaggnificant changeresssessmant isrequired, decressed thetimefor retentionof RA records, and changed the
procedures by which errors may be corrected.

Weexpatt thedhangeswithinverson 20and our palidesregardingitsusetobeonly thebeginning of our commitment to
improvingtheingrument andfadlities aality touseit effectivay. Over thenext fenv months wewill beginaprocessto
review andrevisetheexiding RAPS aswel astodevdopnew RAPstoaddressaress of sgnificant dinic impartance We
asoexpect to condudt an ongaing essesamant of training nesdsand tointens fy our effortsto produceeducaiond maeids
for bathnurdnghomegtaf andanveyars Overthenext few years weexpect torevisedl of theRAPS aswl asbeginwork
onthenextversonaf theMDS Wewdcomeyour suggestionsondl of thesearessand inviteyou'to condder voluntesring
to participate in developing or reviewing materials in your own area of clinical expertise.

Fndly, wetherk youfor dl of your herdwark inimplementing theRAI and usingittoprovidequidity caretonursnghome
residents throughout the nation.

Sue Nonemaker, R.N., M.S.

RAI Project Officer

Health Standards and Quality Bureau
Health Care Financing Administration
September 4, 1995
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HCFA's RAI Version 2.0 Manual CH 1: Overview

CHAPTER 1: OVERVIEW OF THE RAI

1.1 Overview of RAl Components

Providing careto residents of long term care facilitiesis complex and challenging work. It utilizes
clinical competence, observational skills, and assessment expertise from al disciplinesto develop
individualized care plans. The Resident Assessment Instrument (RAI) helpsfacility staff to gather
definitive information on a resident’s strengths and needs which must be addressed in an
individualized care plan. It also assists staff to evaluate goal achievement and revise care plans
accordingly by enabling the facility to track changes in the resident’s status. As the process of
problem identification is integrated with sound clinical interventions, the care plan becomes each
resident’ s unique path toward achieving or maintaining his or her highest practicable level of well-
being.

The RAI helpsfacility staff tolook at residentsholistically C asindividualsfor whom quality of life
and quality of care are mutualy significant and necessary. Interdisciplinary use of the RAI
promotes this very emphasis on quality of care and quality of life. Facilities have found that
involving disciplines such as dietary, social work, physical therapy, occupational therapy, speech
language pathology, pharmacy and activities in the RAI process has fostered a more holistic
approach to resident care and strengthened team communication.

Persons generally enter a nursing facility due to functional status problems caused by physical
deterioration, cognitive decline, or other related factors. The ability to manage independently has
been limited to the extent that assistance or medical treatment is needed for residentsto function or
to live safely from day to day. All necessary resources and disciplines must be used to ensure that
residents achievethe highest level of functioning possible (Quality of Care) and maintain their sense
of individuality (Quality of Life). Thisistrue for long stay residents, as well asthe resident in a
rehabilitative program anticipating return to aless restrictive environment.

Clinicians are generally taught a problem identification process as part of their professional
education. For example, the nursing profession’ s problem identification model iscalled thenursing
process, which consists of assessment, planning, implementation and evaluation. The RAI simply
provides a structured, standardized approach for applying a problem identification processin long
term care facilities. The RAI should not, nor wasit ever meant to be an additional burden for
nursing facility staff.

All good problem identification models have similar steps:

a) Assessment - Taking stock of all observations, information and knowledge about a resident;
understanding the resident’ s limitations and strengths; finding out who the resident is.

b.) Decision-making - Determining the severity, functional impact, and scope of a resident’s

problems; understanding the causes and relationships between a resident’ s problems; discovering
the "whats' and "whys" of resident problems.
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c.) CarePlanning - Establishing a course of action that moves a resident toward a specific goal
utilizing individual resident strengths and interdisciplinary expertise; crafting the "how" of resident
care.

d.) Implementation - Putting that course of action (specific interventions on the care plan) into
motion by staff knowledgeabl e about the resident care goals and approaches; carrying out the" how"
and "when" of resident care.

e.) Evaluation - Critically reviewing care plan goals, interventions and implementation in terms
of achieved resident outcomes and assessing the need to modify the care plan (i.e.,, change
interventions) to adjust to changes in the resident’ s status, either improvement or decline.

Thisis how the problem identification process would look as a pathway. This manual will feature
this pathway throughout and will highlight the point in the pathway that each chapter discusses.

Assessment Decision-making Care Plan Care Plan ’ Evaluation
(MDS/other) ’ (RAPS/other) ’ Devel opment ’ Implementation

If you look at the RAI system as solution oriented and dynamic, it becomesarichly practical means
of helping facility staff to gather and analyze information in order to improve aresident’s quality
of careand quality of life. Inan aready overburdened structure, the RAI offersaclear path toward
utilizing all members of the interdisciplinary team in a proactive process. There is absolutely no
reason to insert the RAI process as an added task or view it as another "layer" of labor.

The key to understanding the RAI process, and successfully using it, is believing that its structure
is designed to enhance resident care and promote the quality of aresident’s life. This occurs not
only becauseit follows an interdisciplinary problem solving model but also because staff, acrossall
shifts, areinvolved inits"handson" approach. Theresult isaprocessthat flows smoothly from one
component to the next and allows for good communication and uncomplicated tracking of resident
care. In short, it works!

Over the course of the years since the RAI has been implemented, facilities who have applied the
RAI in the manner we have discussed have discovered that it works in the following ways.

Residents respond to individualized care. While we will discuss other positive responses to
the RAI below, there is none more persuasive or powerful than good resident outcomes both in
terms of aresident’s quality of care and quality of life. Facility after facility has found that
when the care plan reflects careful consideration of individual problemsand causes, linked with
appropriate resident specific approaches to care, residents have experienced goal achievement
and either thelevel of functioning hasimproved or deteriorated at aslower rate. Facilitiesreport
that as individualized attention increases, resident satisfaction with quality of life is also
increased.
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Staff communication has become more effective. When staff are involved in a resident’s
ongoing assessment and have input into the determination and development of aresident’s care
plan, the commitment to and the understanding of that care planisenhanced. All levelsof staff,
including nursing assistants, have a stake in the process. Knowledge gained from careful
examination of possible causes and solutions of resident problems (i.e., from using the RAPS)
challenges staff to hone the professiona skills of their discipline as well as focus on the
individuality of the resident and holistically consider how that individuality must be
accommodated in the care plan.

Resident and family involvement in care hasincreased. There has been adramatic increase
in the frequency and nature of resident and family involvement in the care planning process.
Input has been provided on individual resident strengths, problems, and preferences. Staff have
amuch better picture of the resident, and residents and families have a better understanding of
the goals and processes of care.

Documentation has become clearer. When the approaches to achieving a specific goal are
understood and distinct, the need for voluminous documentation diminishes. Likewise, when
staff are communicating effectively among themselves with respect to resident care, repetitive
documentation is not necessary and contradictory notes do not occur. In addition, new staff,
consultants, or others who review records find that information documented about aresident is
clearer and tracking care and outcomes is more easily accomplished.

It is the intent of this manual to offer clear guidance, through instruction and example, for the
effective use of the RAI, and thereby help facilities achieve the benefits listed above.

In keeping with objectives set forth in the Institute of Medicine (IOM) study completed in 1986 that
made recommendations to improve the quality of care in nursing homes, the RAI provides each
resident with a standardized, comprehensive and reproducible assessment. It evaluatesaresident’s
ability to perform daily life functions and identifies significant impairments in a resident’s
functional capacity. In essence, with an accurate RAl completed periodically, caregivers have a
genuine and consistently recorded "look™ at the resident and can attend to that resident’ s needswith
realistic goalsin hand.

With the consistent application of item definitions, the RAI ensures standardized communication
both within the facility and between facilities (e.g., other long term care facilities or hospitals).
Basically, when everyone is speaking the same language, the opportunity for misunderstanding or
error is diminished considerably.

TheRAI consistsof three basic components; theMinimum Data Set (M DS), Resident Assessment
Protocols (RAPs), and Utilization Guidelines specified in State Operations Manual (SOM)
Transmittal #272. All components are discussed in detail in this manual.

Utilization of the three components of the RAI yields information about a resident’ s functional

status, strengths, weaknesses and preferences, and offers guidance on further assessment once
problems have been identified. Each component flows naturally into the next as follows:
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e Minimum Data Set (MDS). A core set of screening, clinical and functional status elements,
including common definitions and coding categories, that forms the foundation of the
comprehensive assessment for all residents of long term care facilities certified to participatein
Medicare or Medicaid. The items in the MDS standardize communication about resident
problems and conditions within facilities, between facilities, and between facilities and outside
agencies. A copy of the MDS Version 2.0 can be found at the end of this chapter,
beginning on page 1-6 and Appendix B.

» Resident Assessment Protocols (RAPS). A component of the utilization guidelines, the RAPs
are structured, problem-oriented frameworks for organizing MDS information, and examining
additional clinically relevant information about an individual. RAPs help identify social,
medical and psychological problems and form the basis for individualized care planning.

» Utilization Guidelines. Instructions concerning when and how to use the RAI.

1.2 Overview of RAIl Version 2.0 User’s Manual

The manual layout is as follows:
Chapter 1- Overview of the RAI

Chapter 2- Using the RAI: Statutory and Regulatory Requirements and Suggestions for
Integration in Clinical Practice

Chapter 3- Completingthe MDS: Item by Item Definitions and I nstructions
Chapter 4- Proceduresfor Completing the Resident Assessment Protocols (RAPS)

Chapter 5- Linking Assessment to Individualized Care Plans

APPENDICES

Appendix A: State Agencies Responsible for Answering RAI Questions
Appendix B: MDS and Quarterly Review Formsfor Version 2.0

Appendix C: Trigger Legend, RAP Summary Form and 18 RAPs for Version 2.0
Appendix D: Interviewing Techniques

Appendix E: Commonly Prescribed Medications by Category

Appendix F: Cognitive Performance Scale (CPS) Scoring Rules
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Appendix G: Statutory and Regulatory Requirements for Long Term Care Facilities -
Resident Assessment and Care Planning

Appendix H: RAI Background

I ndex

1.3 Suggestions for the Use of This Manual

Thismanual isdesigned to meet the needs of facility staff who are both skilled in the use of the RAI
and staff who are just beginning to work with it.

For those who have had experiencewith the RAI, thismanual will show you "what’s new" about
the RAI Version 2.0 and serve as a reference.  While the MDS has changed, the process of
completion and application hasnot. You will find the item by item section informative with respect
to new items and items that have been refined or expanded. You will aso find that the case studies
and examples provide direction regarding "how to" completethe RAP review process and what kind
of documentation is required.

If you are new to the RAI and its process, you will find this manual an invaluable companion.
The following fundamental concepts associated with the RAI areinterwoven as themes throughout
this manual:

A. The resident is an individual with strengths, as well as functional limitations and health
problems.

B. Possible causes for each problem area and guidance for further assessment and resolution
or intervention are presented in the RAPs.

C. An interdisciplinary approach to resident care is vital C both in assessment and in
developing the resident’ s care plan.

D. Good clinical practice requires solid, sound assessment.

In essence, this manual promotes a step-by-step system of assessing resident needs and functional
status based on standardized definitions of items (the MDS). It then helps you think through
possible reasons for and risk factors that contribute to a resident’s clinical status (RAPs). This
informative material offers the interdisciplinary team realistic approaches to resident care that are
based on specific, individual characteristics.
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Intentionally left blank.
Replace with MDS 2.0 RAI
Basic Assessment Tracking Form
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Intentionally left blank.
Replace with MDS 2.0 RAI
Background Information Form
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Intentionally left blank.
Replace with MDS 2.0 RAI
Full Assessment form pg 1
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Intentionally left blank.
Replace with MDS 2.0 RAI
Full Assessment form pg 2
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Intentionally left blank.
Replace with MDS 2.0 RAI
Full Assessment form pg 3
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Intentionally left blank.
Replace with MDS 2.0 RAI
Full Assessment form pg 4
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Intentionally left blank.
Replace with MDS 2.0 RAI
Full Assessment form pg 5
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Intentionally left blank.
Replace with MDS 2.0 RAI
Section T. Supplement for Case Mix Demo
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Intentionally left blank.
Replace with MDS 2.0 RAI
Section U. Medications - Case Mix Demo
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CHAPTER 2: USING THE RAI: STATUTORY AND REGULA-
TORY REQUIREMENTS AND SUGGESTIONS FOR INTEGRA-
TION IN CLINICAL PRACTICE

Assessment Decision-making , Care Plan Care Plan ’ Evaluation
(MDS/other) ’ (RAPS/other) ’ Devel opment I mplementation

Thischapter presentstheregulatory basisfor the RAI and discusseshow the RAI processcan
be implemented procedurally in the course of clinical practice with facility residents. Some
of the procedures are required by statutory law, Federal regulation or HCFA utilization

guidelines, while others are recommended based on sound experience of facilities that have
used the RAI process successfully.

2.1 Statutory and Regulatory Basis for the RAI

The statutory authority: for the Minimum Data Set (MDS) and the Resident Assessment I nstrument
(RAI) isfound in section 1819 (f)(6)(A-B) for Medicare and 1919 (f)(6)(A-B) for Medicaid in the
Socia Security Act, asamended by the Omnibus Budget Reconciliation Act of 1987 (OBRA 1987).
These sections of the Social Security Act required the Secretary of the Department of Health and
Human Services (the Secretary) to specify aminimum dataset of core elementsto usein conducting
comprehensive assessments. It furthermore required the Secretary to designate one or moreresident
assessment instruments based on the minimum data set. The Secretary designated Version 2.0 of
the RALI in the State Operations Manual Transmittal #272, issued April 1995.

Federal requirements' at 42 CFR 483.20 (b)(1)(i) -- (F272) require that facilities use an RAI that
has been specified by the State. This assessment system provides a comprehensive, accurate,
standardized, reproducible assessment of each long term care facility resident’s functional
capabilities and helps staff to identify health problems.

2.2 Content of the RAI

All State RAIsinclude at least the Health Care Financing Administration’s (HCFA'S):

MDS

Triggers

Resident Assessment Protocols (RAPS)
Utilization Guidelines

Some States have added items to the core MDS that must be completed for each resident when an
RAI comprehensive assessment isrequired. Thus, while the basic MDS form (asincluded in this

'For further information regarding the statutory basis for the RAI, see Appendix G.
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manual) isthe standard foundation for States, you may find that other items have been added at the
end of the form (i.e., Sections S, T, or U) in your State.

Additionally, States must specify a Quarterly Assessment Form for use by facilities that includes
at least the items on the HCFA-designated form. (See Section 2.4 and Appendix B of thismanual
for alist of the items.) Several States have aso expanded the list of MDS items that must be
documented on the resident’ s Quarterly Assessment.

HCFA’s approval of a State’'s RAI covers the core items included on the instrument, the working
and sequence of those items, and all definitions and instructions for the RAI. HCFA’ s approval of
the RAI does not include characteristics related to formatting (e.g., print type, color coding, or
changes such as printing triggers on the assessment form).

If allowed by the State, facilities may have some flexibility in form design (e.g., print type, color,
shading, integrating triggers) or use a computer generated printout of the RAI aslong as the State
can ensurethat thefacility’ sRAI formintheresident’ srecord accurately and completely represents
the State' sRAI as approved by HCFA in accordance with 42 CFR 483.20 (b). Thisappliesto either
pre-printed forms or computer generated printouts. States also have the prerogative of requiring
facilities to use the State form. Facilities may insert additional items within automated assessment
programs but must be ableto "extract” and print the MDSinamanner that replicatesthe State’' SRAI
(i.e., using the exact wording and sequencing of items as is found on the State RAI). Facility
assessment systems must always be based on the MDS (i.e., both item terminol ogy and definitions).

Additional information about State specification of the RAI, variations in format and HCFA
approval of aternative State instruments can be found in Sections 4145.1 - 4145.6 of the HCFA
State Operations Manual, Transmittal #272 issued April 1995.

To fulfill Federal requirements at 42 CFR 483.20, each time a comprehensive assessment is
required, long term care facilities must compl ete:

« TheMDS, plus any additional core itemsthat make up the State RAI;
e TheRAP Summary form, on which facilities must indicate which RAPs have been
triggered, the location of information gathered during the RAP review process, and the

final care planning decision; and

* Documentation of clinical information (e.g., assessment information) from the RAP
review to assist in care planning and follow-up.

The following is a schematic of the overall RAI framework:

MDS + TRIGGERS + RAPS ---c--meemmemmemmeenneas > COMPREHENSIVE
(UTILIZATION ASSESSMENT
GUIDELINES)
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TheM DSconsistsof acoreset of screening and assessment elements, including common definitions
and coding categories, that forms the foundation of the comprehensive assessment.

The triggers are specific resident responses for one or a combination of MDS elements. The
triggersidentify residentswho either have or are at risk for devel oping specific functional problems
and require further evaluation using Resident Assessment Protocols (RAPs) designated within the
State specified RAI. MDSitem responses that define triggers are specified in each RAP and on the
Trigger Legend form. Turn to the RAPs (in Appendix C) to review these items and the
accompanying RAP Guidelines. Once you are familiar with the RAP triggers and guidelines, the
Trigger Legend form serves as a useful summary of all RAPtriggers. Notethat the symbolson this
form have been changed and the process streamlined. The Trigger L egend summarizeswhichMDS
item responses trigger individual RAPs and has been designed as a helpful tool for facilitiesif they
chooseto useit. It isaworksheet, not a required form, and does not need to be maintained in
each resident’s clinical record.

The RAPs provide structured, problem-oriented frameworksfor organizing MDS information, and
additional clinically relevant information about an individual’ shealth problemsor functional status.
What arethe problemsthat requireimmediate attention? What risk factorsareimportant? Arethere
issues that might cause you to proceed in an uncornventional manner for the RAP in question?
Clinical staff areresponsiblefor answering questions such asthese. TheinformationfromtheMDS
and RAPs forms the basis for individualized care planning.

The Utilization Guidelines are instructions concerning when and how to use the RAI. The
Utilization Guidelines for Version 2.0 of the RAI were published by HCFA in the State Operations
Manual® Transmittal #272, and are discussed more extensively in this User’s Manual.

Theindividual resident’ s care plan must be evaluated and revised, if appropriate, each time an RAI
comprehensive assessment is completed. Facilities may either make changes on the original care
plan or develop a new care plan.

Additional information relevant to aresident’ s status, but not necessarily included on the RAI, may
be documented in the resident’ s active record. This documentation should include progress notes
or facility specific flowsheets.

2.3 Applicability of RAI to Facility Residents

The requirements for resident assessment found at 42 CFR 483.20 are applicableto all residentsin
certified long term care facilities. The requirements are applicable regardless of age, diagnosis,
length of stay or payment category.

*The SOM isareference only; it isnot necessary for effective use of the RAI. The SOM can be ordered from
the National Technical Information Service (NTIS); PB# 95-950007; $27; (703) 487-4650.
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An RAI must be completed for any resident residing in the facility longer than 14 days, including:

All residents of Medicare (Title 18) skilled nursing facilities or Medicaid (Title 19) nursing
facilities. This includes distinct part certified SNFs or NFs and certified SNFs or NFs in
hospitals, regardless of payment source.

Hospice Residents. When a SNF or NF is the hospice patient’s residence for purposes of the
hospice benefit, the facility must comply with the requirementsfor participationin Medicare or
Medicaid. Thismeansthe hospiceresident must be assessed using the RAI, haveacareplanand
be provided with the services required under the plan of care. This can be achieved through
cooperation between the hospice and long term care facility staff with the consent of the
resident. In these situations, the hospice team may participate in completing the RAI.

Short term stay or respite residents. An RAI must be completed for any individual residing
more than 14 days on a unit of a facility that is certified as a long term care facility for
participation in the Medicare or Medicaid programs.

Given the nature of short stay or respite admissions, staff members may not have accessto all
information required to complete some MDS items prior to the resident’ s discharge (e.g., the
physician may not be available, or the family may not be able to provide information on the
resident’s Customary Routine.) In that case the "no-information” convention should be used.
("NA" or "circled" dash - See Section 2.7 for more information.) For respite residents who
come in and out of the facility on arelatively frequent basis and readmission can be expected,
the resident may be discharged to "extended" leave status. This status does not require
reassessment each time the resident returns to the facility unless a significant change in the
resident’ s status has occurred in the intervening period.

Special populations (e.q. pediatric or residentswith apsychiatric diagnosis). Certified facilities
arerequired to complete an RAI for al residents who reside in the facility, regardless of age or
diagnosis.

An RAI isnot required for:

SNF residents residing in a Medicare certified "swing-bed" hospital. The requirement for a
comprehensive assessment is not incorporated in the long term care requirements for "swing-
bed" hospitals at 42 CFR 482.66.

Individualsresiding in non-certified units of long term care facilities or licensed only facilities.
This does not preclude a State from mandating the RAI for residents who live in these units.

24 Types of RAI Assessments and Timing of Assessments

Although the RAI assessments discussed in the following section must occur at specific times by
Federal regulation, afacility’ sobligation to meet each resident’ s needs through ongoing assessment
is not neatly confined to these mandated time frames. Likewise, completion of the RAI in the
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prescribed time frame does not necessarily fulfill afacility’ sobligation to perform acomprehensive
assessment. Facilities are responsible for assessing areas that are relevant to individual residents
regardless of whether these areas are included in the RAI.

Comprehensive RAI assessments require completion of the MDS and review of triggered RAPS,
followed by development or review of the comprehensive care plan within 7 days of completion of
the RAI. The following table summarizes the different types of Federally mandated assessments:

REGULATORY
REQUIREMENT
TYPE OF ASSESSMENT [ TIMING OF ASSESSMENT | HCFA "F" TAG
Admission (Initial) Must be completed by 14th 42 CFR 483.20
Assessment day of resident’ s stay. (b)(A)(1)/F 273
Annual Reassessment Must be completed within 12 42 CFR 483.20
months of most recent full (b)(4)(V)/F 275
assessment.
Significant Change in Status | Must be completed by theend | 42 CFR 483.20
Reassessment of the 14th calendar day (b)(4)(iv)IF 274
following determination that a
significant change has
occurred.
Quarterly Assessment Set of MDS items, mandated 42 CFR 483.20
by State (contains at least (b)(5)/F 276
HCFA established subset of
MDS items). Must be
completed no less frequently
than once every 3 months.

ADMISSION (INITIAL) ASSESSMENTS

The admission or initial assessment for a new resident must be completed by the end of the 14th
calendar day following admission to thefacility if thisistheresident’ sfirst stay in thefacility
or if theresident returnsto thefacility after being dischar ged with no expectation of return.
The 14 day calculation does include weekends. When calculating when the RAI is due, the day of
admissioniscounted asday "0". For example, if aresident isadmitted at 8:30 a.m. on Wednesday,
a completed RAI is required by the end of the day Wednesday, two weeks after admission. If a
resident dies or is discharged within 14 days of admission, then whatever portions of the RAI that
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have been completed must be maintained in the resident’ s discharge record.? In closing the record,
thefacility may wish to note why the RAI was not completed. (MDS itemsthat were not completed
prior to the day of death or discharge are left blank. [Sections AA, AD (if relevant), and R are
signed.] - See Section 2.5 regar ding necessary signatures.)

Theinterdisciplinary team may start and completetheinitial assessment at any timeprior to
theend of the 14th day. If desired by thefacility, the M DS could be completed in entirety on
the day of admission. However, thisrequiresthe staff torely on resident and family reporting
of information and transfer documentation to alar ge degree asa source of information on the
resident’sstatusduring thetime periods used to code each MDSitem, asopposed to allowing
aperiod for facility observation. Facilitiesmay find early completion of the MDS and RAPs
particularly beneficial for individualswith short lengthsof stay, when theassessment and care
planning processis often acceler ated.

EXAMPLES

Miss A. is admitted on Friday, September 1. Staff establish the Assessment Reference Date as
September 8, which means that September 8 isthe final day of the observation period for all MDS
items (i.e., count back 7 daysto determine the period of observation for 7 day items, count back 14
daysfor 14 day items, and so on). Asthisisan initial assessment, staff must rely on the resident
and family’ s verbal history and transfer documentation accompanying Miss. A. to complete items
requiring longer than a7 day period of observation. Staff completethe MDS by September 12 (note
that the A ssessment Reference Date (A 3a) does not need to be the same asthe Date RN A ssessment
Coordinator Signed as Complete (R2b). Staff take an additional 3 daysto assessthe resident using
triggered RAPs and to complete all related documentation, which is noted as a date field that
accompanies the signature of the RN Coordinator for the RAP Assessment Process on the RAP
Summary form (VBZ2).

Miss L. isadmitted on Monday morning. Staff review the admitting documentation, talk with the
physician, and have a brief conversation with her on that day. More information is gathered from
the resident and her sister over the next 7 days. Inthis case, the Assessment Reference Date (A3a)
is set as Tuesday of the following week, and observations by al relevant team members are
completed as of that date. The MDS and RAPs are completed on Wednesday of that week, nine

¥ The RAI is considered part of the resident’ s clinical record and istreated as such by the RAI Utilization
Guidelines, e.g., portions of the RAI that are "started" must be saved.
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days after admission, with Wednesday being the date the RN A ssessment Coordinator signs off on
the MDS (R2b). In this case, Wednesday is aso the day the RN Coordinator signs the RAP
Summary form as complete (VB2).

If aresident goes to the hospital and returns during the 14 day assessment period and most of the
initial assessment was completed prior to the hospitalization, then the facility may wish to continue
with the original assessment, provided the resident did not have a significant change in status.
Otherwisethe assessment should bereinitiated and compl eted within 14 days after readmissionfrom
the hospital. The portion of the resident’ s record that was previously completed should be stored
on the resident’ s record with a notation that the assessment was reinitiated because the resident was
hospitalized.

Good clinical practice dictates that some MDS items be assessed within the first hours after
admission athough not necessarily documented at that time (e.g., nutritional status and needs).
Other MDS items can best be observed with the passage of time (e.g., resident or staff interaction
patterns). Theresident’sneedswill dictatethe order and manner in which theinterdisciplinary team
proceeds throughout the assessment. For example, if anew resident isadmitted short of breath and
hypotensive, it is imperative to conduct an assessment of the resident’s acute cardiorespiratory
needs. Likewise, anew resident who isangry with hisor her family for admitting him or her to the
nursing home, and is actively grieving over losses, will benefit from an early assessment of
Customary Routine, Psychosocial Well-Being, and Depression, Anxiety, Sad Mood MDS items.

ANNUAL REASSESSMENTS

The annual RAI reassessment must be completed within 12 months of the most recent full
assessment. The annual reassessment may be initiated at any point prior to the end of the 1-year
follow-up date, but must be completed by the end of the 365th calendar day after the most recent
full RAI assessment (i.e., the date the RN Coordinator has certified the compl etion of the assessment
on the RAP Summary form under VB2). If asignificant change reassessment is completed in the
interim, the clock "restarts,” with the next assessment due within 365 days of the significant change
reassessment. Routinely scheduled RAI assessments may be scheduled early if afacility wantsto
stagger due dates for assessments.

SIGNIFICANT CHANGE IN STATUS ASSESSMENTS

Facilities have an ongoing responsibility to assess resident status and intervene to assist the resident
to meet his or her highest practicable level of physical, mental, and psychosocial well-being. If
interdisciplinary team members identify a significant change (either improvement or decline) in a
resident’ s condition they should share thisinformation with the resident’ s physician, who they may
consult about the permanency of change. The facility’s medical director may also be consulted
when differences of opinion about aresident’s status occur among team members.

Document theinitial identification of a significant change in terms of the resident’s clinical
statusin the progressnotes. Completea full comprehensive assessment as soon as needed to
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provide appropriate care to theindividual, but in no case, later than 14 days of deter mining
a significant change has occurred.

A "significant change" is defined as a major change in the resident’ s status that:

1. Isnot sef-limiting
2. Impactson morethan one area of the resident’s health status; and
3. Requiresinterdisciplinary review or revision of the care plan.

A condition is defined as "self-limiting" when the condition will normally resolve itself without
further intervention or by staff implementing standard disease related clinical interventions. For
example, normally a’5% unplanned weight loss would trigger a"significant change" reassessment.
(See GUIDELINES FOR DETERMINING CHANGE IN RESIDENT STATUS below.)
However, if aresident had the flu and experienced nausea and diarrheafor aweek, a5% weight loss
may be an expected outcome. Inthissituation, staff should monitor theresident’ s statusand attempt
various interventions to rectify the immediate weight loss. If the resident did not become
dehydrated and started to regain weight after the symptoms subsided, a comprehensive assessment
would not be required. The amount of time that would be appropriate for a facility to monitor a
resident depends on the clinical situation and severity of symptoms experienced by the resident.
Generally, if the condition has not resolved within approximately 2 weeks, staff should begin a
comprehensive RAI assessment. Thistime frameis not meant to be prescriptive, but rather should
be driven by clinical judgment and the resident’ s needs.

Other conditions may not be permanent but would have such an impact on the resident’ s overall
status that they would require a comprehensive assessment and care plan revision. For example, a
hip fracture may be viewed as atransient condition but it would generally have a major impact on
the resident’s functional status in more than one area (e.g., ambulation, toileting, elimination
patterns, activity patterns). Changes in the resident’s condition that would affect the resident’s
functional capacity and day to day routine should be investigated in a holistic manner through the
RAI reassessment. Therefore, concepts associated with significant change are "major" or "appears
to be permanent” but a change does not need to be both major and permanent.

A significant change assessment isappropriateif thereisaconsistent pattern of changes, with
either two or more areas of decline, or two or more areas of improvement. This may include
two changes within a particular domain (e.g., two areas of ADL decline or improvement). Any
determination about whether aresident has experienced a significant change in statusis aclinical
decision.

GUIDELINES FOR DETERMINING SIGNIFICANT CHANGE IN RESIDENT STATUS.
(Please note thisis not an exhaustivelist.)

Decline;
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» Resident’s decision making changes from O or 1 to 2 or 3 for B4 of the MDS;

» Emergence of sad or anxious mood pattern as a problem that is not easily altered (E2 of the
MDYS);

e Increasein the number of areas where Behavioral Symptoms are coded as "not easily altered"
(i.e., anincrease in the number of code "1"sfor E4B of the MDYS);

* Any declineinan ADL physical functioning areawhere aresident is newly coded as 3, 4, or 8
(Extensive assistance, Total dependency, Activity did not occur) for G1A of the MDS;

» Resident’ sincontinence pattern changesfromOor 1to 2, 3or 4 (Hlaor b of theMDS), or there
was placement of an indwelling catheter (H3d of the MDYS);

» Emergence of unplanned weight loss problem (5% change in 30 days or 10% change in 180
days) (K3aof the MDYS);

» Emergence of apressure ulcer a Stage Il or higher, when no ulcers were previously present at
Stage Il or higher (M2a of the MDS);

» Resident beginsto use trunk restraint or achair that prevents rising when it was not used before
(P4c and e of the MDYS);

» Overall deterioration of resident’s condition; resident receives more support (e.g., in ADLs or
decision-making) (item Q2 = 2 on the MDYS);

» Emergence of acondition or disease in which aresident is judged to be unstable (item J5a on
the MDS).

EXAMPLE

Mr. T. no longer responds to verbal requests to alter his screaming behavior. It now occurs daily
and has neither lessened on its own nor responded to treatment. Heisalso startingtoresist hisdaily
care, pushing staff away from him as they attempt to assist with his ADLs. Thisis a significant
change and reassessment isrequired since there has been adeterioration in the behavioral symptoms
to the point where it is occurring daily and new approaches are needed to alter the behavior. Mr.
T.’s behaviora symptoms could have many causes, and reassessment will provide an opportunity
for staff to consider illness, medication reactions, environmental stress, and other possible sources
of Mr. T.”s disruptive behavior.

I mprovement

e Any improvement in an ADL physical functioning area where aresident is newly coded as O,
1, or 2 when previously scored asa 3, 4, or 8 (G1A of the MDS);
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» Decrease in the number of areas where Behavioral Symptoms or Sad or Anxious Mood are
coded as "not easily altered”" (E2 and E4B of the MDYS);

* Resident’s decision-making changes from 2 or 3to 0 or 1 (B4 of the MDYS);
» Resident’ s incontinence pattern changes from 2, 3, or 4 to O or 1 (Hlaor b of the MDS);

» Overall improvement of resident’ s condition; resident receives fewer supports (item Q2 =1 on
the MDS).

EXAMPLE

Mrs. G. has been in the facility for 5 weeks, following an 8 week acute hospitalization. On
admission she was very frail, had trouble thinking, was confused, and had many behavioral
complications. The course of treatment led to steady improvement and sheisnow stable. Sheis
no longer confused or agitated. All concerned - the resident, her family, and staff - agree that she
has made remarkable progress. A reassessment is required at thistime. The resident is not the
person she was at admission; her initial problems have resolved. Reassessment will permit the
interdisciplinary team to review her needs and plan a new course of care for the future.

While afacility may choose to perform more frequent comprehensive assessments than mandated
by HCFA, reassessmentsarenot required for minor or tempor ary variationsin resident status.
However, staff must note these transient changes in the resident’s status in the resident’s
record and implement necessary clinical interventions, even though a reassessment is not
required. In these cases the resident’s condition is expected to return to baseline within a short
period of time, such as 1-2 weeks.

GUIDELINES FOR WHEN A CHANGE IN RESIDENT STATUSISNOT SIGNIFICANT
(Please note thisis not an exhaustive list)

o Discrete and easily reversible cause(s) documented in the resident’s record and for which the
interdisciplinary team caninitiate corrective action (e.g., an anticipated side effect of introducing
a psychoactive medication while attempting to establish a clinically effective dose level.
Tapering and monitoring of dosage would not require a significant change reassessment).

e Short-term acute illness such as a mild fever secondary to a cold from which the
interdisciplinary team expects the resident to fully recover.

»  Well-established, predictable cyclical patterns of clinical signs and symptoms associated with

previously diagnosed conditions (e.g., depressive symptoms in aresident previously diagnosed
with bipolar disease would not precipitate a significant change assessment).
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* Instances in which the resident continues to make steady progress under the current course of
care. Reassessment is required only when the condition has stabilized.

» Instancesin which the resident has stabilized but is expected to be discharged in the immediate
future. The facility has engaged in discharge planning with the resident and family, and a
comprehensive reassessment is not necessary to facilitate discharge planning.

e In an end-stage disease status, a full reassessment is optional, depending on a clinical
determination of whether the resident would benefit fromit. Thefacility isstill responsible for
providing necessary care and services to assist the resident to achieve his or her highest
practicable well-being. However, provided that the facility identifies and respondsto problems
and needs associated with the terminal condition, a comprehensive re-assessment is not
necessarily indicated. (Documented at item J5c on the resident’ s most current MDS.)
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EXAMPLES

Mr. M. hasbeen in thisfacility for two and one-half years. He has been afavorite of staff and other
residents and his daughter has been an active volunteer on the unit. Mr. M. isnow in the end stage
of his course of chronic dementia C diagnosed as probable Alzheimer’s. He experiences recurrent
pneumonias and swallowing difficulties, his prognosisis guarded, and family are fully aware of his
status. Heison aspecial dementiaunit, staff have detailed palliative care protocolsfor all such end
stage residents, and there has been active involvement of his daughter in the care planning process.
As changes have occurred, staff have responded in atimely, appropriate manner. In this case, Mr.
M. s careis of a high quality, and as his physical state has declined, there is no need for staff to
complete anew MDS assessment for this bedbound, highly dependent terminal resident.

Mrs. K. came into the facility with identifiable problems and has steadily responded to treatment.

Her condition has improved over time and plateaued. She will be discharged within 5 days. The
initial RAI helped to set goals and start care.  Care was modified as necessary to ensure continued
improvement. Theinterdisciplinary team’ streatment response reversed the causes of theresident’s
condition. A reassessment need not be completed in view of the imminent discharge. Remember,
facilities have 14 daysto complete a reassessment oncetheresident’ s condition has stabilized,
and if Mrs. K. is discharged within this period, a new assessment is not required. If the
resident’ sdischargeplanschangeor if sheisnot discharged, areassessment isrequired by the
end of the allotted 14 day period.

Mrs. P, too, has responded to care. Unlike Mrs. K., however, she continues to improve. Her
discharge date has not been specified. She is benefiting from her care and full restoration of her
functional abilitiesseemspossible. Inthiscase, treatment isfocused appropriately, progressisbeing
made, staff are on top of the situation, and there is nothing to be gained by requiring an MDS
reassessment at thistime. However, if her condition were to stabilize and her discharge was not
imminent, a reassessment would be in order.

ASSESSMENTS ON RETURN STAY/READMISSION

If afacility has discharged aresident without the expectation that the resident would return, then the
returning resident is considered a new admission (return stay) and would require an initial
admission RAI comprehensive assessment including Sections AB (Demographic Information) and
AC (Customary Routine) within 14 days of admission.

If aresident returns to afacility following atemporary absence for hospitalization or therapeutic
leave, it is considered a readmission. Facilities are not required to assess a resident if they are
readmitted, unless a significant change in the resident’ s condition has occurred. In these situations
follow the procedures for significant change assessments. (See SIGNIFICANT CHANGE IN
STATUS ASSESSMENTS above.) It is not necessary to complete Sections AB (Demographic
Information) or AC (Customary Routine) of the MDS if this information has previously been
collected and entered into the resident’ s record.
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QUARTERLY ASSESSMENTS

The Quarterly Assessment is used to track resident status between comprehensive assessments, and
to ensure monitoring of critical indicators of the gradual onset of significant changes in resident
status. At aminimum, three quarterly reviewsand onefull assessment arerequired in each 12
month period.

Although areview of key mandated itemsisrequired in each 3month period, facilitiesmay vary
or stagger their schedules (e.g., a facility may choose to review all residents in February, May,
August and November, while another facility may choose to stagger their quarterly assessments for
residents by reviewing some in January, others in February and the remainder in March, with the
first group reviewed again in April).

The resident’s status must be assessed for each of the key mandated items of the Quarterly
Assessment using the State-specified form. Thereis now amandated form from HCFA,* which
must be used for all quarterly assessments, unless your State has specified another form. In
conducting Quarterly Assessments, facilities must also assess any additional items required for use
by the State. Based on the Quarterly Assessment, the resident’s care plan is revised if necessary.
Once Federal or State computerization requirements are effective, facilities must complete Section
AA, ldentification Information on the Basic Assessment Tracking form, aswell asthe items listed
in the table below:

*HCFA’s Quarterly Assessment Form is found in Appendix B. A three-page optional Quarterly
Assessment Form for use in RUGs-I11 payment systems may be required by your State (also in Appendix
B).
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KEY MANDATED MDSITEMSFOR QUARTERLY ASSESSMENT

Section A: ldentification and Background I nformation
Item1l - Resdent Name
Item2 - Room Number
Item 3a- Assessment Reference Date
Item 4a- Date of Reentry
Item6 - Medical Record Number

Section B: Cognitive Patterns
Item1- Comatose
[tem2- Memory
Item4 -  Cognitive Skills for Daily Decision-making
Item5- Indicators of Delirium--Periodic Disordered Thinking/Awareness

Section C: Communication/Hearing Patterns
Item4 - Making Self Understood
Item 6 - Ability to Understand Others

Section E: Mood and Behavior Patterns
Item1- Indicators of Depression, Anxiety, Sad Mood
Item2- Mood Persistence
Item4 - Behavioral Symptoms

Section G: Physical Functioning and Structural Problems
Item1 - ADL Self-Performance
Item 2 - Bathing
Item4 - Functional Limitation in Range of Motion
Iltems 6a bandf - Modesof Transfer

Section H: Continencein Last 14 Days
Item 1 - Continence Self-Control
Item 2d and e - Bowel Elimination Pattern
Items 3a, b, ¢, d, i andj - Appliances and Programs
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Section |: Disease Diagnoses
Items 2j and m - Infections
Item 3 - Other Current Diagnoses and ICD-9 Codes

(Note only those diseases diagnosed in the last 90 days that have a relationship to current
ADL status, cognitive status, mood and behavior status, medical treatments, nursing

monitoring or risk of death.)

Section J: Health Conditions
Items 1c, i, and p - Problem Conditions
Item 2 - Pain Symptoms
Item 4 - Accidents
Item 5 - Stability of Conditions

Section K: Oral/Nutritional Status
Item 3 - Weight Change
Iltems 5b, h, andi - Nutritional Approaches

Section M: Skin Condition
I[tem 1 - Ulcers
Item 2 - Type of Ulcer

Section N: Activity Pursuit Patterns
Iltem 1 - Time Awake
Item 2 - Average Time Involved in Activities

Section O: Medications
[tem 1 - Number of Medications
Item 4 - Days Received the Following Medications

Section P: Special Treatments and Procedures
Item 4 - Devices and Restraints

Section Q: Discharge Potential
Item 2 - Overall Changein Care Needs

Section R: Assessment/Dischar ge I nfor mation

Item 2 - Signatures of Persons Completing the Assessment
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25 Completion of the RAI Assessment and Certification of Accuracy
and Completeness

PARTICIPANTSIN THE ASSESSMENT PROCESS

Federd regulations’ renirethet theRA assessment must beconducted or coordineted with the gpproprigtepartiipation of
hedth professondls Although not required, completion of theRA isbest accomplished by aninterdisaplinery teemthat
indudesfaality geff withvaried dinicel bedkgrounds Suchateam bringsthar combined expearienceand knoMedgetogether
for abetter underdanding of thestrengths nesdsand preferencesof eech resdent toensurethebet possblequdlity of care
andqudity of life Ingenerd, partiapetionby dl rdevant interdisaplinary team memberswill encouragemoreattiveand
appropriate assessment and care planning processes.

Fedliieshavefledhility indeeminingwho should partidpetein theassessmant prooess aslong asit isacouratdy conducted.
A faality may assgnresponshility for compleingtheRAI toanumber of qudified gaf membars Inmodt cases patidpants
intheassessment processarelicensad hedth professonds Itisthefadlity’ sresponghility toensurethet dl partiapantsin
the assessment process have the requisite knowledge to complete an accurate and comprehensive assessment.

TheRAI must beconducted or coordineted by an RN who signsand cartifiesthecompleion of theassessment®. If afedility
doesnat havean RN onitsd&T (1.e, hesan RN waver granted under 42 CHFR483.30(0) or (d) — F354) it mudt still provide
anRN tocompletetheRAI. Thisrequiremant canbemet by hiringan RN spedificaly for thispurpose. Inthisstuation, the
LPN respongblefor thecaredf theresdant shoud participeteintheresdent assessment processand thedevd opment of the
resident’s care plan.

Theatendng physdanisdsoanimpartant partidpantintheRA process: Thefadlity nesdsthephysdan sevduationand
ordesfor theresdat simmediatecareaswl asfor avaidy of trestmentsandlaboraary teds Futhermore theattending
phyddanmay providevaugbleinput onsadtionsof theM DSand RAPsandisamember of themandated interd saiplinary
team that prepares the resident’ s comprehensive care plan.

Whilesomeagpedtsof theassessment processaredictated by regulation, muchflexibility remainsfor fadlitiestodetermine
howtointegratetheRAI intothar day-to-day operations. For example, fadilitiesshould devel op their onnpdidesand
procedures to accomplish the following:

» Train facility staff on the circumstances that require a comprehensive assessment and the staff that shoulc
»  Asignregponghility for completing setionsof theM DSto g who havedinica knoMedgeabout theresdant, such
as9df nursss atending physddans soad workers adivitiesgpeaidids, physicd, occupaiond, or oeechthergpids

dietitians and pharmacists.

o Asurethe resdentsandthar familiesareadtivdy involvedintheinformetion sharing and dedSorHmeaking processes

5 42 CFR 483.20 (c)(1)(i)--(F 278)

6 42 CFR 483.20 (€)(1)(ii)--(F 278)
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*  Asuretha theingghtsof dl nonlicensed personswhoregularly providedirect caretotheresdent (eg., nurang
assistants, activity aides, volunteers) are included in the assessment process.

*  Asrethetkey dinicd parsonnd ondl shifts(induding nurang assstants) areknowledgesbleabout theinformation
foundintheresdent’ smost current assessment and report dhangesintheres dant’ seaustiet may dfect theaoouracy of
this information or the need to perform a significant change reassessment.

o Indruat g&f onhowtointsgraleMDSinformationwith exiding fadility resdent assessment and careplanning pradtices

CERTIFYING ACCURACY AND COMPLETENESS

Eachindividual team member who completesaportion of theassessment must Signand certify itsaccuracy.” Each
interdisaplineary team member who compleesaportionof theM DS assessmeant Sgns dates andindicatesthepartion of the
assessment heor shecompleted. TheRN Coordinetor isreouired tosignto certify thet theM DSiscomplete® TheRN
Coordinator mugt not Sgnand attest tocompletion of theassessmant until dl ather individud teemmemberspartidpetingin
theassessment havefinshedthar portionsof theMDS If theRN doesdl of theM DS thenthenursedonewouldsgnand
be responsible for certifying accuracy and completeness.

TheRN Coardngtor mug dsoggntheRAPSImMmary famto sgnify compleionof theRAI asssssmat. Fortheadmisson
asesamat, theRN Coordinator mugt Sgnand detetheRAPSUmmary fomwithin 14 deysof theresdant’ sedmissontothe
fadlity. Thereisno Fedard reuiramat thet eschindvidue teemmamber compleingaRAPsgnand detethe RAPSLMmary
formtocertify itsaccuragy. Itisasssumed that ather teeammembars documentationfor aRAPwill besgnedwherever it
gopearsinthedinica record. Howvever, if dedred, individud teemmeambersmey indicatewhichRAR(S) they completed, list
their credentials, and the date it was completed by signing the form wherever there is room to do so in alegil

Itisnever pamissbleto cartify or bedkdate RAI formsfor enather individud ontheinterdisciplinary teem. If anindividue
whocompletedapartion of theM DSisnat avalabletosgnit, thenanather teemmeambear houdreview theinformationand
sign the form. Facilities should establish a policy regarding accountability for the RAI when these situations

Thedaf mamber etaingthecarepaningdedsoninfometion mug dsosgnand datethreRAPSUmmary fom (VB3and
4). Thefadlity hes7 daysdater completing theassessment tocompletethecareplan. Thedatefor entering of thecareplan
information may beupto 7 daysdter theRAPsarecompleted (i.e, thedateonwhichtheRN coordingtor sgnedtheRAP
Summary form to indicate completion of the RAP assessment process - VB2).

REPRODUCTION OF THE RAI IN THE RESIDENT’S RECORD AND MAINTENANCE
OF THE RAI

7 42 CFR 483.20 ()(2)--(F 278)

8 42 CFR 483.20 (c)(1)(ii)--(F 278)
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Facilities are required to produce a hard copy of each RAI (including the MDS and RAP
Summary form) conducted on admission, after a significant change in the resident’s status,
at least annually, aswell asintervening quarterly assessments.

Fadlitiesarerequiredtomantain 15 monthsof assessment dataintheresdent’ sedtivedinicd record accordingtoHCFA
policy. Thisincludesall MDSforms, RAP Summary formsand Quarterly Assessment Forms
asrequired duringtheprevious15month period. Assessment dataneed not bestoredinonebinder. Rather,
fadliiesmay choosetomantainassessment and careplanning infarmationinasgparatebinder or kardex system, aslongas
theinformetioniskeptinacentrdized locaionandisaccessibletodl professond st mambers(induding consutants who
nedtoreview theinformeationinorder toprovidecaretotheresdant. After the15month period, RAI informationmay be
thinnedfromthedinicd record and sored inthemediicd recordsdepartment, provided thet itiseesily retrievebleif requested
by clinical staff or State agency surveyors.

Thel5monthpaiodfor mantaningassessmant datadoesnat resat with eschresdmissontothefadlity. Insomecassswhen
aresdentisout of thefadlity for ashort period (i.e, hospitdization), thefedility must d osetherecord because of bedhold
paides Whentheresdent thenreumstothefadlity andis"reedmitted’, thefadlity mus gpenanew record. Thefadlity
may copy thepreviousRAI and trandfer acopy tothenew record. Inthiscase, thefadlity should dso copy theprevious 15
monthsof assessment detaand placeit onthenew record. Fedllitiesmiay devd optheir onngpadific palidesregarding how
tohandereadmissons but the15 month reguirement for maintenanceof theRAI datadoesnaot restart with eechnew
admission.

If afadility hesandectronicdinica record (j.e, doesnat maintain any peper records), thefadlity doesnat needtomaintain
a hard copy of the RALI, if the system meets the following minimum criteria:

e Thesygemmug mantain15months worth of assessment dataaooordingto HCFA palicy andmudt beadletoprint dl
assessments for that period upon request;

e Thefacility must have a back-up system to prevent data loss or damage;

» Theinformation must always be readily available and accessible to staff and surveyors; and

The system must comply with HCFA requirements for safeguarding the confidentiality of clinical record:

2.6 Sources of Information for Completion of the RAI

Theprocessfor paforminganaccurdeand comprehansveassesamant reguiresthet informetion about resdantsbe gathered
frommuitiplesources Itistherdeof theindividud interdisaplinery team membarscompleing theassessment tovaidate
theinformation obtained fromtheresdent, resdent’ sfamily, or other hedth careteam membersthrough observation,
intervienming, reviemnglebresuts and ofathtoaaureacouragy. Smilaly, infomationintheresdent’ srecordisvaiceted
by interacting with the resident and direct care staff.

® See confidentiality requirements at 42 CFR 483.75 (n)(4)(i-iii) --F516
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Thefollowingsour cesof infor mation must beused in completingtheRAI. Although not required,
the review sequence for the assessment process generally follows the order below:

» Review of theresdent’srecord. Depending onwhether theassessment isan admission or follow-up
ases3mat, thereview couldindude preadmisson, admissonor trander notes, current plan of cares recant physdan
natesor adas dooumeattationdf savicescurrently provided: reultsof recent diagnodiic or other test prooedures monthly
rursngammay notesand medical conauitationsfor thepreviousB0 day periodt and arecord of medicationsadminidered
for the prior 30 day period.

« Communication with and observation of the resident.
« Communication with direct-care staff (e.g., nursing assistants, activity aides) from al shifts.

e Communication with licensed professonals(fromadl disciplines) who haverecently observed, eva uated,
or tregted theres dent. Communication canbebased ondiscussonor licenssd g&ff canbeasked todocument their
impressions of the resident.

« Communication with theresident’s physician.

e Communicationwith theresdent’ sfamily. Notdl resdentswill havefamily. For someresidents, family
membasmay beunavaladeor theresdent may request thet younat contect them. Wherethefamily isnotinvolved,
someone else may be very close to the resident, and the resident may wish that this person be contacted.

REVIEW OF THE RESIDENT’SRECORD

Theresdat srecord providesagating pantintheasssssmant processtoreview informetion aoout theresdent inwritten Setf
notesacrossdl shiftsover multipledays Startingwiththeresdent’ srecord, however, doesnatindicatethat itisthemogt
critical source of information, but only a convenient source.

At admisson, recordreview indudesan examingtionaof noteswritteninthefirg 2wesks(assuming thefull 14 day period
isused to compleetheassessmant), documaniationthet camewiththeresdent a admisson, fadlity intskeforms(eg, soad
svicenates), andany preedmissontest resultsind uding copiesof theM DSand RAPsfrom anather nurang homeif the
resident was transferred. Obviously, transcribing the previous facility’s MDS is inappropriate.

Subseguent reassessmentsshoul d focuson recorded information from eerlier M DS assessmentsand quarterly
assessments, written information from the previous 3 month period, and notes made during the prior 30 day

The following are important consider ations when reviewing the resident’srecord:

* Review the information documented in the record, keeping in mind the required MDS
ddiinitions Makeaurethat assumptionsbeasad ontherecord arecompatiblewithMDSddinitions(eg., resdent sdf-
paformanceisevauatedwithgppliancesif usad, suchaslocomotionwithawaker; Smilaly, accordingtotheMDS a
resident, who stays "dry" with a catheter may be considered continent).

 Makesurethat theinformation taken from therecor d cover sthe same obser vation period
asthat gpedfied by theM DSitems. TheMDSrefersto edifictimeframesfor eechitem; for example ADL
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datusishessd onresdant pafamenceover a7 day paiod Toaareunifamity, theMDShesan Assessmant Reference
Date(A339) that esablishesacommonreferenceend-point for dl items. Consequently, it isnecessary topay
careful attention to the notesregar ding time framesfor each section of the MDS and also
totheltem- by Item instructionsin Chapter 3.

» Beawareof discrepanciesand view therecord infor mation aspreliminary only. Clarify and
vdicetedl Luchinfametionduingtheassessmat process Bedat toinformationintherecordthetisnot conggentwith
vatd infomationor physcd assessmat findings Disoussdsrgpenaeswithothe interdsapinery teemmambas(eg,
nursss sodd workers thergpigs). Theexdtent towhichthereoord canberdied uponfor informetionwill dependonthe
comprehensvenessaf therecord sygem. Natewhet informetiontherecord usLdly contains(eg, curat savicenotes
caeplans flow sheats medicaionsheets); whared fferant typesof infometionaremantainedinthedinicd record; ad
more importantly, what information is missing.

* Whereinformation in therecord issufficiently detailed and conformsto M DSdescriptions
andtimeperiods completetheM DSitems. A few MDSitemscanbecompletedinfull frominformation
foundintherecord. Comprehansveand acouraeassessmant of modt items however, repuiresinformationfromother
sources(i.e., theresdent, theresident’ sfamily, andfacility g&ff). Whereinfor mation isincompleteor
contradictory, makeanoteof theissuesin question. Thisnotecan hel p plan contactswiththeresident,
fadlity gaff and resdent’ sfamily. Thereisnoreguirement that suchancotebemantaned aspart of theresdent's
permanent record; it isawork tool only.

» Asyou observe, talk with, and discuss the resident with other staff members, verify the
accur acy of what you learned from reviewing the record.

COMMUNICATION WITH AND OBSERVATION OF THE RESIDENT

Theresdantisaprimary sourcedf informeationand may betheonly sourcedf informeationfar many items(eg., cusomary
routing, activity preferences vison, hearing, identificationwith pest rdles and, insomeingtances pradlemaoondtions). Mary
MDSitemswill not bedocumented dsewhereinthedinicd record, and thecompleted MDSmay uitimatdy bethesngle
source of documentation about these issues.

Becomefamiliar withtheM DSitemstomekecommunication and dosarvation of theres dent anongaing evaryday adtivity
inthefadlity. Forexample anRN canadosaveandinterad witharesidartwhenmedicationsaregiven, during medls or when
theresdant comestoask aguedion. Interactionwiththeresdent may beacrudd factor incorfirming gaff judgmentsof
resident problems. Weigh what theresident says, and what isobser ved about theresident against
other information obtained from the resident record and facility staff.

Tobemodt dfident, aganizeaframenork for how tointaview and aosarvetheresdant. Allow flexibility toacoommodate
theresdent. Carefully ligenand oosarvetheresident to get guidenceastohow to purauethenecessary infometion gathering.
Try tointeract withtheresident, evenif theresident may havedifficulty regponding. Thedegreeand dheradter of thedifficulty
inresponding, aswdll asnonverbd responses(eg, fearfulness) provideimportant information. Sengitivedalf judgmentis
necessary in gathering information. (See Appendix D for further information on " Interviewing
Techniques'.)
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COMMUNICATION WITH DIRECT CARE STAFF

Diret careddf (eg., nurdng assgantsand adtivity ades) havedaly, intimate contact with resdentsand areoftenthemogt
rdigblesourcedf informéationabout theresdert. Direct careddf talk withand ligentotheresdent. They cbsaveandassst
theresdent’ sparformancecf ADLsandinvalvematinadivities They obsarvetheresdent’ sphysicd, cognitiveand
psychosodd gausdaly duringdl shifts ssvendaysawesk. Key conddarationswhencommunicaingwithdirect care St
are:

» Besuretospeak with aper son who hasfir st-hand knowledgeof theresident. Planfor sufficient
time to talk with direct care staff person(s).

« Start byaskingabout theresident’ sperformanceon ADL sand activities. What cantheresident
dowithout as3gtance? What do gaff membersdofor theresdent? Whet might theresdent beadletodothet heor e
isnat daing now? Continueby asking about communicaionand memary skills body contrdl, adivity preferences ad
the presence of mood or other behavioral symptoms.

o Talkwithdirect carestaff acrossall shifts, if possible. Theinformationfrom other shiftsmay be
obtained in other ways as well (e.g., from change-of-shift reportsif direct care staff comments are includ

(See Appendix D for further information on " Interviewing Techniques'.)

COMMUNICATION WITH LICENSED PROFESSIONALS

Licensed pradtica nurses(LPNS), RNs sodd workers adtivitiesprofessonds oocoupetiond thergaids physicd thergpidts

goeechthergpigts pharmecists, and other professionad swho haveobsarved, eva uated, or tregted theresident should be
interviewed about thar knoMedgeof resdent cpatallities paformeancepattensand problems Thar goedid expatisewill

enhance the accuracy and comprehensiveness of the resident assessment.

COMMUNICATION WITH THE RESIDENT'SPHYSICIAN

Thephygdan srdeiscentrd totheovadl manegement and outcomedf resdat care TheMDSassessmant processshould
indudeareview of thephysdan’ sexaminaion of theresdent, plan of care, hospitd dischargeplan, godsof care, and
medicationandtreatment orders. AttheQuarterly Assessmentsand Annual assessments, review themost
recat physdanadasadnaes Alo, revien theMDSwiththeresdent’ sattending physdantoshareand vdicetepatinat
informetion. If thereisdifficulty dataininginformationor input for theassessmant fromtheattending physidan (or trandfaring
ingtitution), the facility’s medical director should be asked to intervene.

COMMUNICATION WITH THE RESIDENT'SFAMILY
Theresident’ sfamily (or persondosest totheresident) cenbeavauablesourcedf informationabout theresidant’ shedlth
higory, higtory of srengthsand prollemsinvari ousfunctiond areas and cusomary routineprior tofirg nursnghome

admisson. Usngthissourceavioudy dependsonthepresencedt family members theirwillingnessto partidpete, and the
resdat spreferances Inmodtingances family will nat bethesdlesourcedf infomation butwill Spdlementinformeationfrom
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other sources: TheRAI assessment processprovidesanexadlent opportunity for caregiverstodevd op trusting, working
relationships with the resident and family.

2.7 Completing the MDS Form - Coding and Correction of Errors

Utiliznggpproprigteinformation gathered fromadl of thearessdiscussadin Saction 2.6 above, theindividud completing
theassssamattisrequiredtomekeabest judgmant about eechitemineech ssdtion of theMDSfam. TheMDSispatdf the
medical record and should always be typed or prepared in ink.

CODING CONVENTIONS

The following table specifies the coding conventions to be used when preparing the MDS form:

MDS CODING CONVENTIONS

e Eachsection of theM DScontainsoneor moreitemslabeled sequentially. Forinstance,
thethirditemin Section B (Memory/Recdl Ahility) islabded B3, thesaconditemin Section E(Mood
Persistence) is labeled "E2".

» Usethefollowing coding conventionsto enter infor mation on the MDS form:

Useadhedk mark forwhiteboxeswithlower caseletters if goedfied condiionismet; othewisetheseboxes
remain blank (e.g., N4, General Activity Preferences - boxesa. - m.).

Usearnumaicregponse(anumbe o presssgned vaue) for blank whiteboxes(eg, H1a Bowd Incontinence)
Darkly shaded areas remain blank; they are on the form to set off boxes visually.

»  Theconvention of entering” 0" : Inassgningvauesfor itemsthet havean ordered set of responses
(eg, fromindependent todgpendant), zero ("'0") isusad univarsdly toindicatethelack of aprodemor thet the
rescatissf-auffiaat. Forexample aresdatwhoseADL codesaredmod dl coded 0 isasdf-auiffident
resident; the resident whose ADLs have no "0" codes indicates a resident that receives help from othe

« USE PRINTED CAPITAL LETTERSto respond to items that require an open-
endedresponse Printlegibly (eg., for"LifeimeOccupations', alineisprovidedtofill intheresdent’ s
previous occupation(s)).

o Dates- Wherereoordingmonth, day, andyeer, enter two digitsfor themonthand theday, but four digitsfor
the year. For example, the third day of January in the year 1996 is recorded as :
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0| 1 0| 3 119]19]6
Month Day Year

e Thestandard no-information codeiseither a" circled" dash or an" NA" . Thiscode
indicatesthat al availablesourcesof informetion havebeen exhausted; that istheinformationisnot
available and despiteexhaudiveprobing, itremainsunavalable. Althoughthe™drded dedhi* wasarigindly
conoaved for ussoncomputaizedvesansad theMDS itisadsotherecommended method of codinganmanud
forms to "set-off" these responses on the forms.

« NONEOFABOVE isaresponseitemtoseveral items(e.g., 12, Infections, box m). Check
thisitem where none of the responses apply; it should not be used to signify lack
of information about the item.

o "SKip" Patterns- Thereareafew instances where scoring on oneitem will govern
how scoringiscompleted for oneor moreadditional items. Theinstructionsdirect the
a0 to"'kip" over thenextitem (or severd items) and goontoanather (eg., B1, Comatose, directsthe
ases0r to"kip"' toSection G. if Blisanswered "1" -"Yes'. Theinter veningitemsfrom B2- F3
would not bescored. If Blwasrecordedas"0" - "No", thentheassessor would continuewithitem B2.).

A usgul techniquefor visudly checking theproper usedf the""skip" pettemingrudionsistodrdethe” kip'
instructions before going to the next appropriate item.

e The "8" code is for use in Section G., Physical Functioning and Structural
Problemsonly. Theusedf thiscodeislimitedtostuaionswherethe ADL ativity wasnat performed and
therdareandgediveassssamant o theresdat spaformenceisnat posshle: Itsprimery useiswithbedHoound
resdentswho naither trandferred from bed nor moved betweenlocationsover theentire 7 day period of
observation. When the "8" code is entered for self-performance, it should also be entered

for support

CORRECTION OF ERRORS

Fadlitiesmay nat"change’ apreviaudy compleed MDSfomastheresdat seatusdangesduningthecoursed thenurang
homegay. Minor changesintheresdent’ satusshould benotedintheresdent’ srecord (e g., inprogressnotes), in
aooordancewith gandardsof dinicd pradticeand documentation. Suchmonitaringand documentationisapat of thefedlity’ s
regponghility toprovidenecessary careand sarvices Completionof anew MDStoreflect changesintheresdant’ sqatusis
not required unlesstheres dent hashad asignificant changein status(See Section 2.4 for infor mation on
Significant Change in Status Assessments).

Thefollowing proceduresapply tothecorrection of errorsin either paper or automated MDS
2.0 systems:
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»  Withinapgpa evironmat, fadliiesshould"dosg' theM DSwithinregulatary imeframes(i.e, within 14 deysefter
admisson, €c). Thisisdoneby havingtheRN Coardinetor SgnanddatethreMDSa R2zaandb. Amendments
may be made to any items during the next 7 day period, provided that the same
Asessment ReferenceDateisused (A3a). Tomakerevisons, enter thecorrect response, draw aline
throughthepreviousresponsewithout obliteratingit, andinitid and datethecorrected entry. Thisprocedureis
similar to how an entry in the medical record is corrected.

* Theconcept of " factual errors,” which allowed for " correction" of the paper form in
certaininstancesat any time, hasbeen eliminated. Facilitiesoperatingincomputerized States
should seek guidanceon Satepedific palidesrdaed to"key changes' and tranamissonof detafor payment
purposes.

The following procedures apply when a facility’s M DS data are computerized™:

1. Thedinicd assessmant processmud becompleedwithinthestandardimeframes (i.e, within 14 dayséfter admisson,
etc.).

2. After compleingthedinica assessmant process thefadlity hesthenext 7 daystoencode theMDSinacomputerized
file ensurethat dl MDSitemspessHCFA/Steedits™ andto"lock'" thecomputer record. "Locking' therecord meens
that no changes can be made to the MDS (i.e., either paper or electronic versions).

o Encodngprocess Thefadlity isresoonsblefor viaifying thet dl regoonsesinthecompute filemetchtheresponses
on the paper form. Any discrepancies must be corrected in the computer file during this 7 day perioc

o Editingprocess Thefadlity isregpongblefor running encoded MDSdataagaing HCFA and Satepedficedits
(whichdl softwarevendarsareregpongblefor bulldnginoMDSVerson 20 computer sygems). ForeechMDS
item, theregponsemugt bewithintherequired rangeand dsobecondgent with ather itemresponses Duingthis
7 day paniod, thefedlity may "comedt” itemreponsssinorder tomegt edits Anasssssmatisconddered complete
only if 100%of therequired editsarepassad. For "corrected” items; thefaaility mugt usethesame ™ period of
obsavation'” asthat used far theorigind itemcompldion (.6, thesameAsssssmant RferenceDate- A39). Ay
corredionsmust beaoourady reflectedinbath thed ectronicand paper copiesaf theMDS(i.e, thepeper verson
of the MDS must be corrected).

A number of States have already established automated systems and State specific requirements. These States
are encouraged to modify their existing systems to conform to the above HCFA policies. However, until national
specifications are established, facilities should contact their State regarding State specific requirements. HCFA is
currently in the process of developing additional policies for computerization at both the facility and State level.
These policies are expected to go into effect sometime in 1996.

“HCFA edits should be incorporated in all software products and are available to vendors and facilities through

a World Wide Web site accessed through the Internet. Its address is: http://linear.chsra.wisc.edu/mds_info.htm.
Vendors and facilities should also contact their State for any specific requirements.
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e "Locking'process After pessngtheedits arecordisthenlodked.” Individue MDSrecordsmust pess100%0f
the edits for the record to be "locked."*? At this point, the record cannot be changed by the facility.

AftartheMDSis"lodked," thefadlity may cometoredizethet itemsinthe”lodked” assessmant (pgper or dedronicvarsons)
aeinara. Thefaality may cometosuchknomedgeonitsoavnor it may havebeannatified by the Satethat theassessmant
recordfaled editsor faled other revievsa theSatelesd. Inany evert, thereoordis™lodked and cannatbechanged. The
facility then has the following options:

1. Anavoomprehasve"sghficant changeingaus' asssssmentwouldbepaformad (.6 theful MDSand RAPS
if both of the following conditions are met:

(1) The assessment in error is the most recent assessment; and

(2) Aggificatdhengehesadudly oocurred (i.e, therehesbemnasgnificant dengeintheresdat sdinicd datus
between the time of the original assessment and the time of the new assessment).

Inthiscasg, therehesbesnachangeintheresdent’ satustnat meatsthe Sgnificant Changeguiddinesandanew
comprenendveassesnantisthereforerequired. Howveve, theorigind asssssmentwasdsoinerror. Thisnew
asEsTat requiresanan obsavation pariod, anew Asssssmant ReferanceDate(A3), and "sgrnificant dhangein
datusassessmant” iscoded asthereasonfor assessmant (AA8a=3). The'"PrevicusRecord Date ™ intheContral
Sadtiondf thenew MDSrecord mugt containthe Assssamant Reference Datefrom the arigindl assessment thetwes
inerror.

2. Ifa"dgnficantdangeingaus' hesnot cocurred dinicaly but theeraneousddaintheprior MDSismgiarenough
towarant coredtion, thenthefaality may gptiondlly chooseto paformanew comprenansve'sgnificant coredion
of prior assessment" if both of the following conditions are satisfied:

(1) The assessment in error is the most recent assessment; and

(2) Theresdentdidnot experienceanactud "sgnificant changeingatus' betweenthetimeof theorigind
asesmatandthenaw comprenensveassssamat. Howveve, theresdant sdinicd conditionisdfferet from
thet depided intheassessmant inaor anditwould atherwisegppear thet therehed besnasgnificant change
in status.

If thefadility choosesto paformagrnificant comedtion’ assesament, thenanewv MDSand RAPsarereouired,*
withthenew MDSpafomed usnganew aosavaion paiod(i.e, anew Assesament ReferenceDate (A39)),

12" ocked" records will be transferred to the State within atime frame to be determined by HCFA/State
policy, pending publication of HCFA’s final rule on computerization.

The "Control Section” is part of the standardized record layout made available to facilities and vendors for
development and programming of MDS data systems. It providesinformation that will be used when the MDS data
istransferred from the facility to the State. It is not a part of the clinical MDS form.

“New RAPs are required because the prior inaccurate description of the resident could have misguided staff in
the triggering and problem identification activities.
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"qgnificant correction of prior assessmant” iscoded astheresson for assessment (AA8a=4), and the"Previous
Reoord Date' intheContrd Sadtionaf thenew MDSreocord mugt contanthe Assessmant Rference Datefromithe
original assessment that was in error.

28 RAPs and Care Plan Completion

RAPs

After completingtheM DSportion of the RAI assessment, theassessor(9) then procead tofurther identify and evd uetethe
resdent’ sstrengths, problems, and needsthrough useof theResdent Assessment Protocol Guiddines(RAPS)
destribedinddall in Chepter 4 of thismenud andthrough further investigation of any resdent-gpealficissuesnot addressd
in the RAL.

Completed along with the M DS, the RAPs provide the foundation upon which the care plan
isformulated. Thereare18problem-ariented RAPS eechof whichindudeM DS-bessd “trigger”” conditionsthat Sgnd
thenead for additiond assessment andreview. Triggersandthar definitionsfor eech RAPgpearin Appendix C. Also
inAppaix Carethe RAPGuIdHinesfar addiiond essessmat andreviev todgamineif acareplanisgppropristeto address
the triggered condition.

Thetriggersandthair ddfinitionsshould providefadlity saff withinformationto better underdand theunderlying cause of
aprodem. Oftengaf may beavaretha aproblem, warranting careplanning, exigsbeforerevieningthe RAPGUIOdines
for atriggered condiion. TheGuiddinesshould hdp gt toidentify thefectarsthet havecaussd theresdant' sproblemand
providedirection astowhet additiond informationisnested about theresdent’ sproblem. After revienvingtriggered
RAPs, the RAP Summary form is used to document decisions about care planning and to
specify where key information from the assessment for triggered RAP conditionsisnoted in
the record.

LINKAGE OF MDSAND RAPSTO FORMULATION OF THE CARE PLAN

For an admission (initial) assessment, theresident entersthefacility onday 1 withaset of physician-based
trestmentorders Fedlity Seff typicaly review theseorders: Questionsmay beraisad, modificationsdisoussad, and change
ordersissued. Ultimatdly, of courss itistheattending physaanwhoisresponsblefor theardersat admisson, aroundwhich
significant segments of the care plan is constructed.

Onday 1, fadlity gaff d o beginto assesstheresdent and toidentify prodlems. Bathadivitiesprovidethecaredf theMDS
and RAP prooess asgif look atissuesof ey, nourishment, medications, ADL nesds continence, psychosodd datusand
fath Fadlity 92f deteminewhether thereareproblemsthe requireimmediaeintevention (eg., providng supdemantd
nouishment torevasewaght lossar atendingtoaresdant’ ssensedf lossat entaing thenursng hame). For eechprodlem,
fadlity gaff will focusoncausd factorsendimplemant aninitid plan of carebessd ontharr undarstanding of fectorsetfecting
the resident.

TheMDSandRAPsprovidethedinidanwithadditiond informetiontoassgt inthisprdiminary careplanningprocess The
MDSenarestha 94t havetimdy accesstoawideranged asssssment deta TheRAPsprovidedriteriatha trigger review
of possbleproblemconditionsto enauretha it identify prodlemsinaconsgent and sysemdicmanng. Usedf theRAP
Guidelines helps ensure that the full range of relevant causal factors is considered.
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If theadmisson M DSisnot completed until thelagt detepossible(i.e, at theend of clendr day 14 of theresdency paiad),
interventionswill dreedy havebeanimplementedto addresspriarity proldems. Many of thegopropride RAPpradleswill
havebeanidentified, causeswill havebean conddered, and aprdiminary careplaninitiated. Thefind writtencareplan,
however, is not required until 7 days after the RAI assessment is completed.

For triggered problemsthat have already resulted in a care plan intervention, the final RAP
review will ensurethat all causal factorshave been considered. For RAP conditionsfor which
facility staff havenot yet initiated a care program, the RAP review will focus on whether these
conditionsare,infact, problemsthat requirefacility inter vention. For any triggered problem, staff will
gy theRAPGLIdcHiInestoevd ugtetheresdat sdatusand detleminewhether astugtionexigstha warantscareplaning.
If it does theRAP Guiddineswill next beusad to hepidentify thefectorsthat should becons dered for devd oping thecare
plan.

For an Annual reassessment or aSignificant Changein Statusassessment, theprocessisbasically
thesameasthet desribadfar neMy admittedresdants Inthesecases hovever, thecareplanwill dreedy beinplace and S&tf
aewnlikdy tobeadivdy indituinganaw goproechto careasthey Imultansoudy completetreMDSand RAPS Herg review
of theRAPswhentheMDSiscompletewill rasequestionsabout thenesdtomodify or continuesarvices Theconditionthet
argndly triggered the RAPmay nolonger bepresant becauseit wasresol ved, or condderdion of dtemetivecausd factors
may be necessary because the initial approach to a problem did not work, or was not fully implemented.

CARE PLAN COMPLETION

Fadlitieshave 7 daysdfter thecompletion of the RAI assessment todevel op or revisetheresident’ scareplan. TheRN
coordinator should signand datethe RAP Summary formafter all triggered RAPshavebeenreviewed to
certify completion of the comprehensive assessment (VB1 and 2). Facilities should use this
dateto determine the date by which the care plan must be completed.

The7 day requirament for completion or modification of thecareplan gopliestothe Admission, Sgnificant Chengein Saus
or Annud RAI Assessmant. A new careplan doesinat nesd to bedevd gped dfter eech Sgnificant chengeof datusar annud
resssesamat. Rathe, thefadlity may revisean exising careplan usng theresuiitsof thelatest comprehensveassessmant.
Fadlitiesshould dsoevduatethegppropriaenessaof thecareplandter eech quartarly assessmant and modify thecareplanif
necessary. (See Chapter 5for moreinformation on Care Planning.)
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Chapter 3. Item-by-ltem Guide to MDS Version 2.0

3.1 Mandated Assessments, and Associated Forms

Thefdlovingruesgoply toHCFA' sRAI, Vierson 2.0, asusad by dl nurasng homesoatifiedtopartiapeteinMedicareor
Medicaid. Copiesof al required forms arein Appendix B.

Thecontat of theMinmumDaaSa (MDS) Varson20NurdngHomeResdat Asssssmartisrecorded onthefalloming
mandated forms. [See Appendix B for copies of al forms.]

1. TheBadcAssessment TrackingForm ThisformindudesSection AA (Identification Information) Items1-9.
Thisformmugt besubmitted with every Full Assessment, Quarterly Assessment, and Saterequired assessment.
This form provides "key" information necessary to identify and track residents in automated systems.

2. MDSVeadon20Full Asssssment Form Thisform contansMDS SectionsA (1 dentification and Background
Information) through Sadion R (Assessmant Infametion). Thefull esssssmantistobecompeed et admisson, anudly,
anda thetimeof sgnificant changeinresdent datus TheFull Assessmentisreguired morefrequently by States
pertiapetingintheNurang Home Casa-Mix and Quality Demondraion (NHCMQ) aswl asby someather Sates
Contact your SateRA represanitdiveif you haveany quetionsabout when sssessmantsarerequired. Additiond items
(if any) required by your Siatemay gopear in Sscion S NHCMIQ Saterepuired materid gopearsin Sations T and U.

» Background (Face Sheet) Information at Admission. Thisform contains MDS Section AB
(Damaggohicinfométion), Sedion AC (Cugtomary Routine), and Sedtion AD (FeoeShet Sgretures). Thisfom
isto be completed at the time of the resident's initial admission to the nursing home.

3. MDSVeadon2.0Quarterly Assessment Form Thisform containsamandated subset of MDSitemsfrom Saction
A (Idantificstionand Badkground Infometion) through Sadion R (Asssssmart Infamtian). Thisfamistobecompleted
nolessfreguently thenonceesary threemonthsbewesnannud full asssssmants Some Sateshavemenceted anexpanded
Quarterly Assessment Form, such as the optional version for RUG 111 found in Appendix B.

4. RAPSimmaryForm Conddered SstionV of theM DS thisformisusad todocument triggered RAPS thelocation

of documentaiondesribing theresdant’ sdinicd Satusand fadtarsthet impect thecareplanning dedson, andwhether
acare plan has been developed for
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thetriggered RAP A Rap Summary Formmust becompleted eechtimean RAI isrequired (i.e., under theFedera
schedule, each time afull MDS is completed).*

WithMDS Varsaon 20, wonew farmshavebean devd oped for futureusein eech nurasng homelscomputerizedinformetion
g/demtotrack eechresdat's"wheresbouts' inthehedth caresysam. OnoeHCFA' sMDS computerizaionrequiremant s
inplace fadliiessdl usethesefoms Eachof thesetracking formscontain Secion AA (Identification Informétion) Items
1 through 7, and asLiost of codesfrom Item 8, Ressonfor Assessmant. Inacomputarizedinformationsysem, MDSltams
AA1lthrough7 needtobecompleted only once(a admisson) and saved inthesysemfiles Howvever, thisidentification
infametionmud beveified priar to"dosing' theassessmant recard for eech Subsspuat asssssmant. Fareechdsdhagefrom
o regtry tothenursing home itisantiapeted thet nurasng home g (eg., derk) will record themovein ltem AA8, Reeson
for Assessment. Thecomputer will then generatethegppropriateinformation to accompery thetypedf assessment baing
completed. The following two forms are included in this resident tracking system:

1. TheDisthargeTracking Form ThisformindudesSection AA (Identification Information) Items 1-9, but only
the3dsthareaodesfraomIiten8 Ressonfar Asssssat. ItdsocontansltarsABl-2, A6, adR34. Inacomputaized
s/dem thisfornmugt becompleedwhenever aresdatt isdscharged fromthefadlity for reesonsather thenatemporaty
visthome Thisistheonly famthat must dwayshbecompeed a thetimeof any dschargefromthenursnghome: The
following is the only condition when other forms shall accompany the Discharge Tracking Form:

o Iftheresdentwasdschargaedfor any reesonwithin 14 daysof admissonand youwereadeto completealull
Assessment Formbeforetheres dent wasdischarged, the resdent'sM DS computerizedfilewould containa
Basic Assessment Form, a Background (Face Sheet) |nformation at Admission Form, aFull
Assessment Form, and aDischarge Tracking Form. Inthisscenario, enter acodeof " 1" Admission
Assessament (required by day 14) for Item 8 (Reasonfor Assessment) on boththeBas ¢ Assessment Formand
theFull Assessment Form; enter acodeof either 6" Discharged-returnnot anticipated, or 7 Discharged
(return anticipated) as appropriate, for Item 8 on the Discharge Tracking Form.

2. TheRemtryTrackingForm ThisformindudesSection AA (IdentificationInformation) Items1-9, butonly one
oode(ie, codedesignating Reantry) from Item 8, Ressonfor Assssament . ItdsocontainsitemsAdaandb, and6. Ina
computgizedsygem thisfomiscompeedwhenever aresdant reentarsthenursng homefdloning tamporary admisson
toahosaitd or other hedth caresditing. Thisistheonly formithat mugt dwaysbecompleled a thetimedf reentry tothe
nursnghome. Thefallowingistheonly conditionwhenather formsshall accompeany aReentry Tracking Fornt

o Iftheresdantreantersthenurang homefdloningatemporary admissontoahospita or ather hedth caresetting
AND domedssgnificant changeaiteria aFull Asssssment mus becompleted. Inthiscase, theresdent'sfile
should contain a Reentry Tracking Form, a Basic Assessment Tracking Form, and a Full
Asessmant (dgnificant change). Inthissoenario, enter acodedf 9" Reantry for [tem 8 (Reesonfor Assessmant)
ontheReentry Tracking Form; enter acodeof 3" Sgnificant ChangeAssessmeant for Item 8 (Reasonfor
Assessment) on boththe Basic Assessment Tracking Formand the Full Assessment form. Completion
of aFull Assessment may also be required by the State.

>Some States require completion of the full MDS each quarter or more frequently for payment purposes. The
RAP Summary Form does not need to be completed on these occasions.
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32 Overview to the Iltem-by-Item Guide to MDS Version 2.0

This Chapter is to be used in conjunction with Version 2.0 of the MDS, which can be found in
Chapter 1 beginning on page 1-6 and in Appendix B. Also includes in this chapter are the
instructions for the supplemental items in MDS Sections S and T used in the NHCMQ
demonstration States.

The changesin Version 2.0 of HCFA's MDS were made in response to comments and suggestions
regarding the first version of the MDS. They were received from the nursing home industry, health
professional's, advocacy groups, surveyors, etc. A few items were dropped, others modified, and
still othersadded. Thischapter includes significant new material, many more examples, and refined
definitions, as compared to HCFA’ soriginal RAI Training Manual that was published in December
1990.

Thischapter providesinformation to facilitate an accur ate and uniform resident assessment.
| tem-by-item instructions focus on:

$ Theintent of itemsincluded on the MDS.
$ Supplemental definitions and instructions for completing MDS items.

$ Reminders of which MDS items require observation of the resident for other than the
standard 7-day observation period.

$ Sources of information to be consulted in completing specific MDS items.

3.3 How Can This Chapter be Used?

Use this chapter alongsidethe MDS Version 2.0 form, keeping the form in front of you at all
times. The MDS form itself contains awealth of information. Learn to rely on it for many of the
definitionsand procedural instructions necessary for good assessment. Theamplifying information
in this chapter should facilitate successful use of the MDS form. The items from the MDS forms
are presented in asequential basisin this chapter. Where items are presented on aform other than
the full MDS assessment form, this fact is noted in the text.

Thechart that follows summarizesthe recommended approach to assist you in becoming familiar
with MDS Version 2.0. Theinitial time investment in this multi-step review process will have a
major payback.

If you are familiar with the MDS and are reviewing this Chapter for new items that appear in
Version 2.0 of the MDS, review the MDS form beginning on page 1-6 of Chapter 1 for new items.
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New materials of thefollowing types are presented in this Chapter: Item definitions, examples, and
process recommendations regarding how to complete the assessment. Thus, you will find much
useful new information regarding many of the items that were in the original MDS.

Recommended Approach for Becoming Familiar with the MDS

First, review the MDS for m itself.

 Notice how sections are organized and where information is to be recorded.

» Work through one section at atime.

» Examine item definitions and response categories.

» Review procedural instructions, time frames, and general coding conventions.

» Arethe definitions and instructions clear? Do they differ from current practice at
your facility? What areas require further clarification?

o Complete the MDS assessment for aresident at your facility. Draw only on your
knowledge of thisindividual. Enter the appropriate codes on the MDS form. Where
your review could benefit from additional information, make note of that fact.
Where might you secure additional information?

Continued on next
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Recommended Approach for Becoming Familiar with the MDS
(Continued)

(B) Completetheinitial passthrough this chapter.

» Go onto this step only after first reviewing the MDS form and trying to complete all
items for aresident who is well known to you.

» Asyou read this chapter, clarify questions that arose as you used the MDS for the
first timeto assessaresident. Note sectionsof thismanual that help to clarify coding
and procedural questions you may have had.

» Onceagain, read theinstructionsthat apply to a single section of the MDS. Make
sure you understand thisinformation before going on to another section. Review
the test case you completed. Would you still code it the same? |t will taketimeto
gothrough all thismaterial. Doit lomy. Do not rush. Work through the Manual
one section at a time.

» Are you surprised by any MDS definitions, instructions, or case examples? For
example, do you understand how to code ADLs? Or Mood?

» Do any definitions or instructions differ fromwhat you thought you learned when you
reviewed the MDS form?

» Wobuld you now complete your initial case differently?

 Arethere definitions or instructions that differ from current practice patternsin your
facility?

» Make notations next to any section(s) of this Manual you have questions about. Be
prepared to discuss these issues during any formal training program you attend, or
contact your State MDS resource person (see Appendix A).

» Read and complete the test cases at the end of this chapter.

(Continued on next page)
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Recommended Approach for Becoming Familiar with the MDS
(Continued)

In a second passthrough this chapter, focus on issuesthat were more difficult or
problematic in thefirst pass.

 Make notes on the MDS form of issues that warrant attention.

« Further familiarize yourself with definitions and procedures that differ from current
practice patterns or seem to raise questions.

» Reread each of the case examples presented throughout this chapter.

(D)  Thethird passthrough this chapter may occur during the formal MDStraining
program at your facility and will provide you with another opportunity to review the
material in this chapter. If you have questions, raise them during the training session.

(E) Futureuseof information in this chapter:

» Keep this chapter at hand during the assessment process.

» Where necessary, review the intent of each item in question.

e This Manual is a source of information. Use it to increase the accuracy of your
assessments.
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3.4 What is the Standard Format Used in this Chapter?

To facilitate completion of Version 2.0 of the MDS assessment and to ensure consistent
interpretation of items, this chapter presents the following types of information for many (but
not all) items:

Intent: Reason(s) for including the item (or set of items) in the MDS, including
discussions of how the information will be used by clinical staff to identify
resident problems and devel op the plan of care.

Definition: Explanation of key terms.

Process:  Sources of information and methods for determining the correct response for
an item. Sources include:

» Discussion with facility staff C licensed and nonlicensed staff members

» Resident interview and observation

 Clinical records, facility records, transmittal records (at admission) C
physicianorders, |aboratory data, medication records, treatment sheets, flow
sheets (e.g., vital signs, weights, intake and output), care plans, and any
similar documents in the facility record system

e Discussion with the resident's family

o Attending physician.

Coding: Proper method of recording each response, with explanations of individual
response categories.

3.5 Item-by-Item Instructions for the MDS Form

This section of item-by-item instructions follows the sequence of items on the HCFA MDS, Version
2.0. Notice that an MDS section designation appears at the top of the pages that follow; this will
facilitate your use of this chapter as areference tool in the future.
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IDENTIFICATION INFORMATION

SECTION AA

This section provides the key information to uniquely identify each resident, the home in which he
or she resides, and the reasons for assessment. A copy of this form must accompany each Full or
Quarterly Assessment submitted for computer entry in a State or Federal archiving system.

AA. IDENTIFICATION INFORMATION

1. Resident Name
Definition:  Lega namein record.
Coding: Use printed letters. Enter inthefollowing order C a.) first name, b.) middleinitial,
c.) last name, d.) Jr./Sr. If the resident goes by his or her middle name, enter the
full middle name. If the resident has no middleinitial, leave item (b) blank.

2. Gender

Coding: Enter "1" for Male or "2" for Female.

3. Birth date

Coding:  Fill in the boxes with the appropriate number. Do not leave any boxes blank. If
the month or day contains only a single digit, fill the first box in with a"0". For
example: January 2, 1918 should be entered as:

01 0| 2 19| 1]8
Month Day Year
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4. Race/Ethnicity

Process:

Coding:

Enter the race or ethnic category the resident uses to identify him- or herself.
Consult the resident, as necessary. For example, if parents are of two different
races, consult with resident to determine how he or she wishes to be classified.

Choose only one answer.

5. Social Security and Medicare Numbers

Intent:

Process:

Coding:

To record resident identifier numbers.

Review the resident's record. If these numbers are missing, consult with your
facility's business office.

Begin writing one number per box starting with the left most box. Recheck the
number to be sure you have written the digits correctly.

Social Security Number C If no Socia Security number is available for the
resident (e.qg., if theresident isarecent immigrant or achild), enter the standard
"no information” code, "NA" or acircled dash e.

Medicare number (or comparable railroad insurance number) C
Approximately 98% of persons age 65 or older have a Medicare number. Enter
the resident's Medicare number. This number occasionally changes with marital
status. If a question arises, check with your facility's business office or social
worker.

In rare instances, the resident will have neither a Medicare number nor a Social
Security number. When this occurs, another type of basic identification number
(e.g., railroad retirement insurance number) may be substituted. In such cases,
place a"C" in the left most Medicare Number box, and continue entering the
number itself, one digit per box, beginning with the second box.

6. Facility Provider Numbers

Intent:

Definition:

October, 1995

To record the facility identifier numbers.

The identification numbers assigned to the nursing home by the Medicare and
Medicaid programs. Some facilities will have only a Federal (Medicare)
identification number; others will have Federa (Medicare) and State
(Medicaid) identification numbers. Medicaid only facilities have a Federal as
well asa State number. The Medicaid Federal number hasa"letter” in thethird
box.
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Process:

Coding:

You can obtain the facility's Medicare and Medicaid numbers from the facility's
business office. Once you have these numbers, they apply to all residents of that
facility.

Begin writing in the left-hand box. Enter one digit per box. Recheck the number
to be sure you have entered the digits correctly. There must be at |east one type of
facility number entered, but there may be more than one.

7. Medicaid Number (if applicable)

Coding:

Record this number if the resident is a Medicaid recipient. Begin writing one
number per box in the left hand box. Recheck the number to make sure you have
entered the digits correctly. Enter a "+" in the left most box if the number is
pending. If not applicable because the resident is not a Medicaid recipient, enter
"N" in the left most box.

8. Reasons for Assessment [This item also appears and must be
completed on the MDS Full Assessment Form, Section A, Iltem 8]

a. Primary Reason for Assessment

Intent:

Definition:
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To document the reason for completing the assessment using the various
categories of assessment types mandated by Federal regulation. Most of the
types of assessments listed below will require completion of the MDS, review
of triggered RAPs, and development or review of a comprehensive care plan
within seven days of completing theM DS and RAPs. [Note C assessment type
5, the Quarterly review assessment, requires you to complete only a limited
number of MDSitems C see Appendix B for the Quarterly Assessment Form.]
Please note that it is possible to select a code from both 8a (Primary reason for
assessment) and 8b (Specia codes).

Minimum Discharge Assessment Requirement. With the release of Version 2.0
of the MDS, aminimal list of MDS items must be completed for all discharges
andfacility reentriesin Statesthat are automated. Theseitemsarereferenced on
their own forms and item 8 (Reason for Assessment) also appears on these
forms. It is listed as Item 8a in Section AA of the Discharge Tracking and
Reentry Tracking Formand Item AA8a on the Identification Information Form.

1. Admission assessment. A comprehensive assessment using theMDSand
RAPs required by day 14 of the resident’s stay. [Note C this code is used
if resident is being readmitted subsequent to a discharge where return was
not anticipated.]
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October, 1995

2.

Annual assessment C A comprehensive reassessment required within 12
months of the most recent full assessment. If significant change is noted, code
"3" (significant change in status assessment). DO NOT code as an Annud
assessment.

Significant change in status assessment C A comprehensive reassessment
prompted by a"major change" that is not self-limited, that impacts on more
than one areaof theresident'sclinical status, and that requiresinterdisciplinary
review or revision of the care plan to ensure that appropriate care is given.
When there is a significant change, the assessment must be completed by the
end of the 14th calendar day following the determination that a significant
change has occurred. See procedure described later in this chapter under
item A8 for assessing whether a significant change (either improvement
or decline) has occurred.

Significant correction of prior assessment CA comprehensive assessment
completed at the facility’s prerogative, because the previous assessment was
inaccurate or completed incorrectly. This differsfrom asignificant changein
status assessment, in which there has been an actual change in the resident’s
health status.

Quarterly Review Assessment CThe subset of MDS items specified on
HCFA’'s Quarterly Assessment Form, which must be completed no less
frequently than once every 3 months (i.e., between required full assessments).
This assessment ensures that the care plan is correct and up to date. It also
should identify instances where significant changes in resident status have
occurred. If asignificant change is noted, use Code"3" (Significant changein
status assessment). DO NOT CODE as a Quarterly review assessment.

Discharged C return not anticipated C [This is not a code used on this
form;it is used on the Discharge Tracking Form only.] Use this code when a
resident is permanently discharged from a nursing home. This provides a
means of "closing” the record of any resident at the point of dischargefrom the
facility (without an anticipated return). Note C until HCFA’'s ADP
requirement is effective, this codeis used only in nursing homesthat are
required to submit data to the State.

Discharged C return anticipated C [Thisis not a code used on thisform, it
is used on the Discharge Tracking Form only.] Use this code when a resident
is temporally discharged to a hospital (or other therapeutic setting). Note C
until HCFA’s ADP requirement is effective, this code is used only in
facilitiesthat arerequired to submit data to the State.

Discharged prior tocompletinginitial assessment C [Thisisnot acode used

on thisform, it is used on the Discharge Tracking Form only.] Use this code
when aresident is discharged during the first 14 days of residency AND the
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MDS assessment remains incomplete. A subset of information is entered for
all residentsregardless of length of stay. Even a very short stay resident (e.g.,
a person who stayed for even one day) must be tracked by the MDS system. At
the same time, remember that you have 14 days to complete the full MDS
admission assessment, and by using thiscodeyou areidentifying residentswho
have been discharged, transferred or died prior to day 14, thereby prohibiting
your completion of a full assessment. Note C until HCFA's ADP
requirement is effective, this code is used only in facilities that are
required to submit data to the State.

9. Reentry C [Thisisnot acode used on thisform;it isused on the Reentry Form
only.] Use this code when a resident of your facility is readmitted from a
temporary discharge to a hospital or other therapeutic setting (other than for a
therapuetic leave). Note C until HCFA’s ADP requirement is effective,
thiscodeisused only in facilities that are required to submit datato the
State.

0. NONE OF ABOVE C Usethiscodewhen your state requiresyou to complete
one of the additional assessment types referenced in Item AA8b (below). It
indicatesthat the assessment has been completed to comply with State-specific
requirements (e.g., Case-Mix payment). Select the code under item b (below)
that indicates the primary reason for assessment.

b. Special codesfor usewith supplemental assessment typesin Case-Mix Demonstration
States or other States whererequired. It is possible to select a code from both 8a and
8b (e.g., Item Bacoded "3" (Significant Change in Status assessment), and Item 8b coded
"3" (60-day assessment).

1. 5 day assessment C Required for payment reason prior to the Federally
mandated admission assessment required by day 14 (Code 1, for item a).

2. 30 day assessment

3. 60 day assessment C In following this cycle of assessments, the initial
Quarterly review assessment would be due at 90 days.

4. Quarterly assessment using full MDSform C Assessment completed within
a 3-month interval from the last assessment, using afull (not quarterly) MDS
assessment form as required by the State or NHCMQ demonstration. For
Case-Mix Demonstration States, the initial Quarterly
Assessment would be due at 90 days after admission, in addition to completion
of the 60-day assessment.

5. Readmission/return assessment C A full reassessment (i.e., MDS and
RAPs) required only for residentsin NHCM Q demonstration facilities (or as
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required by the State) who are hospitalized for more than 72 hours, or who
are discharged and later readmitted to the facility from the hospital.

6. Other state required assessment C An example is a Utilization Review
assessment. States may issue additional instructions.

Example

Mr. X residesin anursing home in Kansas, a Case-Mix Demonstration State. He
was admitted to the nursing home from an acute care hospital on 1/20/95. At the
time of the admission assessment, he still exhibited some signs of delirium that had

begun post-operatively in the hospital. Functionally he required extensive
assistance with all ADLs. Itisnow time for his 60-day assessment. Cognitively,
Mr. X’s confusion has cleared to the point that the decisions he makes are now
consistent and reasonable. His ADL performance hasimproved in al areas; heis
either independent or receives some supervision.

Coding: Enter the number corresponding to the primary reason for assessment. For item a
(Primary reason for assessment), for codes 1-9, leave first box blank, placing correct
digit in the second box.

9. Signatures of Persons Completing These Items

Coding: Staff who completed partsof Section AA. Identification Information must enter their
signatures, titles, and date they completed the section.
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1

BACKGROUND (FACE SHEET)

INFORMATION AT ADMISSION
SECTIONS AB, AC, AD

AB. DEMOGRAPHIC INFORMATION

Date of Entry

Intent:

Definition:

Process:
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Normally, the MDS Face Sheet (Sections AB and AC) is completed once, when
an individual first entersthe facility. However, the face sheet isalso required if
the person is reentering your facility after a discharge where return had not
previously been expected. Do not complete the face sheet following temporary
discharges to hospitals or after therapeutic leaves/lhome visits. Given this
definition, enter the date the person first became a resident/patient in your
facility.

Admission and "bed-hold" policies vary among nursing homes across the
country. Likewise, the way in which facilities "open" and "close" resident's
medical records also varies. Some facilities choose to "close" arecord when a
resident istransferred for an overnight stay at an acute care hospital, and "open”
a new record when the resident returns to the nursing facility. Other nursing
homes maintain the resident's clinical record as open (current) even when the
resident is transferred for a temporary hospital stay. For M DS pur poses, the
dateof entry isthedatetheresident entered thefacility for care, regardless
of how thefacility choosesto " open" or " close" itsmedical recordsduring
the course of the stay.

Date the stay began C The date the resident was most recently admitted to
your facility. For example: if theresident was officially discharged in the past
without the expectation of return (e.g., discharged home or to another nursing
facility), enter the most recent admission date. However, if your facility begins
anew record on each return from atemporary hospital stay or temporary leave,
you will complete the face sheet only at the original assessment. Do not
complete the face sheet at the time of return from atemporary leave, even if
you are required to complete the remainder of the form (e.g., a significant
change assessment is required).

Review the clinical record. If dates are unclear or unavailable, ask the
admissions office or medical record department at your facility.
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Coding:

Use all boxes. For a one-digit month or day, place a zero in the first box. For
example: February 3, 1994, should be entered as:

0 2 0] 3 119(9] 4
Month Day Year

Mrs. F, adiabetic, had been living with her daughter when she fractured her left hip during
afall off afootstool. She spent afew daysin thelocal hospital after surgery, followed by
an admission to a nursing facility on 5/26/94 for rehabilitation. Three weeks later
(6/16/94), Mrs. F was transferred back to the hospital for an infected incision site over her
left hip and general state of decline. Mrs. F returned to the nursing home eight days later.
In thisinstance, code the following date on the original face sheet.

Rationale: The face sheet sections of the MDS C AB and AC are completed only when
theresident first becomesaresident of thefacility. Inthiscasethereisno need to complete
anew face sheet upon return readmission from atemporary hospital stay wherethe resident
IS expected to return to the nursing home.

Example

2. Admitted From (At Entry)

Intent:

Definition:

October, 1995

To facilitate care planning by documenting the place from which the resident
was admitted to the nursing home on the date given in item AB1. For example,
if the admission was from an acute care hospital, an immediate review of current
medi cations might be warranted since the resident could be at a higher risk for
delirium or may be recovering from delirium associated with acute illness,
medications or anesthesia. Or, if admission was from home, the resident could
be grieving due to losses associated with giving up one's home and
independence. Whatever the individual circumstances, the resident's prior
location can also suggest a list of contact persons who might be available for
issue clarification. For example, if the resident was admitted from a private
home with home health services, telephone contact with a Visiting Nurse can
yield insight into the resident's situation that is not provided in the written
records.

Private homeor apartment C Any house, condominium, or apartment in the
community whether owned by the resident or another person. Also included
in this category are retirement communities, and independent housing for the
elderly.
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Process:

Coding:

Home health services C Includes skilled nursing, therapy (e.g., physical,
occupational, speech), nutritional, medical, psychiatric and home health aide
services delivered in the home. Does not include the following services unless
provided in conjunction with the services previously named:
homemaker/personal care services, homedelivered meal s, telephonereassurance,
transportation, respite services or adult day care.

Assisted Living C A non-institutional community residential setting that
includes services of the following types: home heath services,
homemaker/personal care services, or meal services.

Other C Includes hospices and chronic disease hospitals.

Review admission records. Consult the resident and the resident's family.

Choose only one answer.

Mr. F, who had been living in his own home with hiswife, was admitted to an acute care
hospital with a CVA. From the hospital, Mr. F was transferred to this nursing home for
rehabilitation. Because Mr. F was admitted to your facility from the acute care
hospital, " 5" isthe appropriate code.

Example

3. Lived Alone (Prior to Entry)

Intent:

Definition:

Process:

Coding:
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To document the resident's living arrangements prior to admission.

In other facility C Any institutional/supportive setting, such as a nursing
home, group home, sheltered care, board and care home.

Review admission records. Consult the resident and the resident's family.

If living in another facility (i.e., nursing facility, group home, board and care,
assisted living) prior to admission to the nursing home, enter "2".

If the resident was not living in another facility prior to admission to the nursing
home, enter "0" or "1", as appropriate.
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Examples

$  Mrs. H lived on her own and her daughters took turns sleeping in her home so she
would never beaoneat night. Code" 0" for No (did not livealone). If, however,
her daughters stayed with her only 3-4 nights per week, Code " 1" for Yes (lived
alone).

$  Mr. Jlived in his own second-floor apartment of a two-family home and received
constant attention from his family, who lived on the first floor. Code" 0" for No
(did not live alone).

$  Mr. D lived with hiswife in housing for the elderly prior to admission. Code " 0"
for No (did not live alone).

$ Mrs X wasthe primary caregiver for her two young grandchildren, who lived with
her after their parent's divorce. Code" 0" for No (did not live alone).

$ Mrs. K wasadmitted directly from an acute care hospital. She had been living alone
in her own apartment prior to hospital stay. Code" 1" for Yes (lived alone).

$  Mr. M, who has been blind since birth, was admitted to the nursing home with his
seeing eye dog, Rex. Mr. M. and Rex lived together for the past 10 yearsin housing
for the elderly. Code" 1" for Yes (lived alone).

$ Mr. Glived inaboard and care home. Code" 2" (In other facility).

4. Zip Code of Prior Primary Residence

Definition:  Prior primary residence. The community address where the resident last
resided prior to nursing home admission. A primary residence includes a
primary home or apartment, board and care home, assisted living, or group
home. If the resident was admitted to your facility from another nursing home
or ingtitutional setting, the prior primary residence is the address of the
resident's home prior to entering the other nursing home, etc.

Process: Review resident's admission records and transmittal records as necessary. Ask
resident and family members as appropriate. Check with your facility's
admissions office.

Coding: Enter one digit per box beginning with the left most box. For example, Beverly
Hills, CA 90210 should be entered as:
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Examples

Mr. T was admitted to the nursing home from the local hospital. Prior to hospital
admission he lived with hiswife in atrailer park in Jensen Beach, Florida. Enter
the zip code for Jensen Beach.

Mrs. F was admitted to the nursing home's Alzheimer's Special Care Unit after
spending 3 years living with her daughter'sfamily in Newton, MA. Prior to moving
inwith her daughter, Mrs. F lived in Boston, MA for 50 years with her husband until
he died. Enter the Newton, MA zip code. Rationale: Her daughter's home was
Mrs. F's primary residence prior to nursing home admission.

Ms. Q was admitted from a state psychiatric hospital in I1linois where she had spent
the previous 16 years of her life. Prior to that, Ms. Q lived with her parents in
Kansas City, Kansas. Enter the Kansas City zip code.

5. Residential History 5 Years Prior to Entry

Intent:

To document the resident's previous experience living in institutional or group
settings.

Definition:  Prior stay at thisnursing home C Resident's prior stay was terminated by
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discharge (without an expected return) to the community, another long-term
care facility, or (in some cases) a hospitalization.

Stay in other nursing home C Prior stay in one or more nursing homes other
than current facility.

Other residential facility C Examples include board and care home, group
home, and assisted living.

MH/psychiatric setting C Examplesinclude mental health facility, psychiatric
hospital, psychiatric ward of a general hospital, or psychiatric group home.
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Process:

Coding:

MR/DD setting C Examples include mental retardation or developmental
disabilities facility (including MR/DD institutions), intermediate care facilities
for the mentally retarded (ICF/MRs), and group homes.

Review the admission record. Consult the resident or family. Consult the
resident's physician.

Check all institutional or group settings in which the resident lived for the five
years prior to the current date of entry (asentered in AB1.). Exclude limited stays
for treatment or rehabilitation when the resident had a primary residence to return
to (i.e., the place the resident called "home" at that time). If the resident has not
lived in any of these settings in the past five years, check NONE OF ABOVE.

6. Lifetime Occupation

Intent:

Coding:

To identify the resident's role or past role in life and to establish familiarity in
how staff should addresstheresident. For example, aphysician might appreciate
being referred to as "Doctor". Knowing a person's lifetime occupation is aso
helpful for care-planning purposes. For example, a carpenter might enjoy
pursuing hobby shop activities.

Enter the job title or profession that describes the resident's main occupation(s)
before retiring or entering the facility. Begin printing in the left-most box.

Thelifetime occupation of aperson whose primary work wasin the home should
be recorded as "Homemaker." When two occupations are identified, place a
dash (/) between each occupation. A person who had two careers (e.g.,
carpenter and night watchman) should be recorded as "Carpenter/Night
Watchman". For aresident who isa child or an MR/DD adult resident who has
never been employed, record as "NONE."

7. Education (Highest Level Completed)

Intent:

Definition:
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To record the highest level of education the resident attained. Knowing this
information is useful for assessment (e.g., interpreting cognitive patterns or
language skills), care planning (e.g., deciding how to focus a planned activity
program), and planning for resident education in self-care skills.

The highest level of education attained.
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9.

Technical or Trade School: Include schooling in which the resident received
a non-degree certificate in any technical occupation or trade (e.g., carpentry,
plumbing, acupuncture, baking, secretarial, practical/vocationa nursing,
computer programming, €tc.).

Some College: Includes completion of some college courses, junior
(community) college, or associate's degree.

Bachelor'sdegree: Includesany undergraduate bachelor'slevel college degree.
Graduate Degree: Master's degree or higher (M.S., Ph.D., M.D., J.D., etc.).
Process: Ask the resident and significant other(s). Review the resident's record.

Coding:  Code for the best response. For MR/DD residents who have received special
education services, code "2" (8th grade/less).

Language
Definition. a. Primary language C The language the resident primarily speaks or
understands.
Process: Interview the resident and family. Observe and listen. Review the clinical
record.

Coding: Enter "0" for English, "1" for Spanish, "2" for French, "3" for Other. If the
resident's primary languageisnot listed, code"3" for Other and print theresident's
primary language in item 8b beginning with the left most box.

Example
Mrs. F emigrated with her family from East Africa several yearsago. Sheisableto speak
and understand very little English. She depends on her family to trandlate information in
Swahili.
a. Primary Language C "3" Other

b. If other, specify
S W A H I L |

Mental Health History
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Intent:

Definition:

Process:

Coding:

To document a primary or secondary diagnosis of psychiatric illness or
developmental disability.

Resident has one of the following:

$ A schizophrenic, mood, paranoid, panic or other severe anxiety disorder;
somatoform disorder, personality disorder; other psychotic disorder; or
another mental disorder that may lead to chronic disability; but

$ Not a primary diagnosis of dementia, including Alzheimer's disease or a
related disorder, or anon-primary diagnosis of dementia unless the primary
diagnosisis amajor mental disorder;

AND

$ The disorder results in functiona limitations in major life activities that
would be appropriate within the past 3 to 6 months for the individua's
developmental stage;

AND

$ Thetreatment history indicatesthat theindividual has experienced either: (a)
psychiatric treatment more intensive than outpatient care more than oncein
the past 2 years (e.g., partial hospitalization or inpatient hospitalization); or
(b) within thelast 2 years due to the mental disorder, experienced an episode
of significant disruption to the normal living situation, for which formal
supportive services were required to maintain functioning at home, or in a
residential treatment environment, or which resulted in intervention by
housing or law enforcement officials.

Review the resident's record only. For a"Yes' response to be entered, there
must be written documentation (i.e., verbal reportsfrom theresident or resident’s
family are not sufficient).

Enter "1" for Yesor "0" for No.

10. Conditions Related to MR/DD Status (Mental Retardation/
Developmental Disabilities)

October, 1995

Page 3-21



CH 3: MDS Items [AB] HCFA's RAI Version 2.0 Manual

Intent:

Definition

Process

Coding:

To document conditions associated with mental retardation or devel opmental
disabilities.

For item 10e, " Other organic condition related to MR/DD" C Examples
of diagnostic conditions include congenital rubella, prenatal infection,
congenital syphilis, maternal intoxication, mechanical injury at birth, prenatal
hypoxia, neuronal lipid storage diseases, phenylketonuria (PKU), neurofibro-
matosis, microcephalus, macrencephaly, meningomyelocele, congenital
hydrocephalus, etc.

Review theresident'srecord only. For any item (10b through 10f) to be checked,
the condition must be documented in the clinical record.

Check all conditions related to MR/DD status that were present before age 22.
When age of onset isnot specified, assume that the condition meetsthiscriterion
AND islikely to continue indefinitely.

$ If an MR/DD condition is not present, check item 10a ("Not Applicable C
No MR/DD") and skip to item AB-11.

$ If an MR/DD condition is present, check each condition that applies.
$ If an MR/DD condition is present but the resident does not have any of the

specific conditions listed, check item 10f ("MR/DD with No Organic
Condition").

11. Date Background Information Complete

Intent:

Coding:
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For tracking purposes, thisitem should reflect the date that the Background (Face
Sheet) Information At Admission form is completed or amended.

Enter the date the Background (Face Sheet) Information At Admission form is
originally completed. In some circumstances (e.g., if a knowledgeable family
member is not available during the 14-day assessment period), it isdifficult to fill
in al the background information requested on this form. However, the
information is often obtained at a later date. As new or clarifying information
becomes available, the facility may record additional information on the form or
enter datainto the computerized record. Thisitem (AB 11) should then reflect the
date that new information is recorded or existing information is revised.
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Mr. B was admitted to your facility on 12/3/94 in a comatose state and therefore, unable
to communicate in his own behalf. By reviewing transmittal records that accompanied
him from the acute care hospital, you find that you are only able to partially complete
Section AB (Demographic Information), and you are unable to complete Section AC
(Customary Routine) because the records are scanty in these areas. You decide to
complete what you can by the 14th day of Mr. B’s residency (the date the MDS
assessment isto be completed) and enter the date 12/17/94 for item AB 11. On 12/24/94
Mr. B’sonly relative, adaughter, visits and you are able to obtain more information from
her. Enter the new information (e.g., demographic or customary routines) on theformand
then enter the date 12/24/94 for item AB 11.

Examples

AC. CUSTOMARY ROUTINE

1. Customary Routine (In the year prior to DATE OF ENTRY to this
nursing home, or year last in community if now being admitted
from another nursing home)

Intent:

Process:
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These items provide information on the resident's usual community lifestyleand
daily routine in the year prior to DATE OF ENTRY (AB1) to your nursing
home. If the resident is being admitted from another nursing home, review the
resident’s routine during the last year the resident lived in the community. The
items should initiate a flow of information about cognitive patterns, activity
preferences, nutritional preferences and problems, ADL scheduling and
performance, psychosocial well-being, mood, continence issues, etc. The
resident's responses to these items aso provide the interviewer with "clues' to
understanding other areas of the resident's function. These clues can be further
explored in other sections of the MDS that focus on particular functional
domains. Taken in their entirety, the data gathered will be extremely useful in
designing an individualized plan of care.

Engage theresident in conversation. A comprehensive review can be facilitated
by a questioning process such as described in Guidelines for Interviewing
Resident that follow. Also seein Appendix D.

If the resident cannot respond (e.g., is severely demented or aphasic), ask a
family member or other representative of the resident (e.g., legal guardian). For
some residents you may be unable to obtain this information (e.g., a demented
resident who first entered the facility many years ago and has no family to
provide accurate information)

Page 3-23



CH 3: MDS Items [AC] HCFA's RAI Version 2.0 Manual

Guidelinesfor Interviewing Resident

Staff should regard this step in the assessment process as a good time to get to know the
resident as an individual and an opportunity to set a positive tone for the future
relationship. It is also a useful starting point for building trust prior to asking difficult
guestions about urinary incontinence, advance directives, etc.

The interview should be done in a quiet, private area where you are not likely to be
interrupted. Use a conversational style to put the resident at ease. Explain at the outset
why you are asking these questions (" Staff want to know more about you so you can have
a comfortable stay with us." "These are things that many older people find important.”
"I'm going to ask alittle bit about how you usually spend your day.")

Begin with a general question C e.g., "Tell me, how did you spend atypical day before
coming here (or before going to the first nursing facility)?' or "What were some of the
things you liked to do?' Listen for specific information about sleep patterns, eating
patterns, preferences for timing of baths or showers, and social and leisure activities
involvements. As the resident becomes engaged in the discussion, probe for information
on each item of the Customary Routine section (i.e., cycle of daily events, eating patterns,
ADL patterns, involvement patterns). Realize, however, that aresident who has been in
an ingtitutional setting for many years prior to coming to your facility may no longer be
able to give an accurate description of pre-institutional routines. Some residents will
persist in describing their experience in the long-term care setting, and will need to be
reminded by the interviewer to focus on their usual routines prior to admission. Ask the
resident, "Is this what you did before you came to live here?"

If the resident has difficulty responding to prompts regarding particular items, backtrack
by re-explaining that you are asking these questions to help you understand how the
resident's usual day was spent and how certain things were done. It may be necessary to
ask a number of open-ended questions in order to obtain the necessary information.
Prompts should be highly individualized.

Walk the resident through atypical day. Focus on usual habits, involvement with others,

and activities. Phrase questionsin the past tense. Periodically reiterateto the resident that

you are interested in the resident's routine before nursing home admission, and that you

want to know what he or she actually did, not what he or she might like to do.
continued on next
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For example:
After you retired from your job, did you get up at aregular time in the morning?
When did you usually get up in the morning?
What was the first thing you did after you arose?
What time did you usually have breakfast?
What kind of food did you like for breakfast?
What happened after breakfast? (Probefor napsor regul ar post-breakfast activity
such as reading the paper, taking a walk, doing chores, washing dishes.)
When did you have lunch? Wasit usually abig meal or just a snack?
What did you do after lunch? Did you take a short rest? Did you often go out or
have friendsin to visit?
Did you ever have adrink before dinner? Every day? Weekly?
What time did you usually bathe? Did you usually take a shower or atub bath?
How often did you bathe? Did you prefer AM or PM?
Did you snack in the evening?
What time did you usually go to bed? Did you usually wake up during the night?

Guidelinesfor Interviewing Resident (continued)

Definition:

October, 1995

Goesout 1+ daysaweek C Went outside for any reason (e.g., socialization,
fresh air, clinic visit).

Use of tobacco products at least daily C Smoked any type of tobacco (e.g.,
cigarettes, cigars, pipe) at least once daily. Thisitem aso includes sniffing or
chewing tobacco.

Distinct food preferences C This item is checked to indicate the presence of
specific food preferences, with details recorded elsewhere in the clinical record
(e.g., was a vegetarian; observed kosher dietary laws; avoided red meat for
health reasons; hates hot dogs; allergic to wheat and avoids bread). Do not check
thisitem for simple likes and dislikes.

Use of alcoholic beverage(s) at least weekly C Drank at least one alcoholic
drink per week.

Wakens to toilet all or most nights C Awoke to use the toilet at least once
during the night all or most of the time.

Has irregular bowel movement pattern C Refers to an unpredictable or
variable pattern of bowel elimination, regardless of whether the resident prefers
adifferent pattern.

Bathingin PM C Took shower or bath in the evening.
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Coding:
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Daily contact with relatives/closefriends C Includesvisitsand telephonecalls.
Does not include exchange of letters only.

Usually attends church, temple, synagogue (etc.) C Refers to interaction
regardless of type (e.g., regular churchgoer, watched TV evangelist, involved in
church or temple committees or groups).

Daily animal companion/presence C Refersto involvement with animals (e.g.
house pet, seeing-eye dog, fed birds daily in yard or park).

Unknown C If theresident cannot provide any information, no family members
are available, and the admission record does not contain relevant information,
check the last box in the category ("UNKNOWN?"), leave all other boxes in
Section AB blank.

Coding is limited to selected routines in the year prior to the resident's first
admissionto anursing facility. Codetheresident'sactual routinerather than his
or her goals or preferences (e.g., if the resident would have liked daily contact
with relatives but did not haveit, do not check "Daily contact with relatives/close
friends").

Under each mgor category (Cycle of Daily Events, Eating Patterns, ADL
Patterns, and Involvement Patterns) a NONE OF ABOVE choice is available.
For example, if theresident did not engage in any of theitemslisted under Cycle
of Daily Events, indicate this by checking NONE OF ABOVE for Cycle of Daily
Events.

If an individual item in a particular category is not known (e.g."Finds strength
in faith,” under Involvement Patterns), enter "NA" or acircled dash e.

If information is unavailable for al the itemsin the entire Customary Routine
section, check the final box "UNKNOWN" C Resident/family unableto provide
information”. 1f UNKNOWN is checked, no other boxes in the Customary
Routine section should be checked.
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AD. FACE SHEET SIGNATURES

a. Signature of RN Assessment Coordinator

Coding:.  The RN Assessment Coordinator who worked on the Background (Face Sheet)
Information at Admission sections of the MDS must enter his or her signature on
the day thispart of the MDSform iscomplete. Also, to theright of the name enter
the date the form was signed.

b-g. Signature of Others Who Completed Part of Background
Assessment Sections AB and AC

Coding: Other staff who completed parts of the Background sections of the MDS must

enter their signatures, the sections they completed, and the date they compl eted
thelr assigned sections.
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MINIMUM DATA SET FOR NURSING HOME
RESIDENT ASSESSMENT AND CARE
SCREENING (MDS)

FUNCTIONAL ASSESSMENT

Sections A - R

SECTION A. IDENTIFICATION AND
BACKGROUND INFORMATION

1. Resident Name
Definition:  Legal namein record.
Coding: Print theresident'snamein thefollowing order C a.) first name, b.) middleinitial,
c.) last name, d.) Jr./Sr. If the resident goes by his or her middle name, enter the
full middle name. If the resident has no middleinitial, leave item (b) blank.
2. Room Number
Intent: Another identifying number for tracking purposes.

Definition:  The number of resident’s room in the facility.

Coding:  Start in the left most box, use as many boxes as needed.

Example

Mr. F livesin Room N305 at your facility. The N stands for New Building in your two
building complex. The three hundred series of rooms are on the third floor.

N 3 0 5
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3. Assessment Reference Date

Intent:

Definition:

Coding:

October, 1995

To establish a common temporal reference point for all staff participating in
the resident's assessment. Although staff members may work on completing
aresident’sMDS on different days, establishment of the assessment reference
date ensures the commonality of the assessment period (i.e., "starting the
clock" sothat all assessment itemsrefer to theresident’ s objective performance
and health status during the same period of time).

a. Last day of MDS observation period. Thisdate refersto a specific end-
point in the MDS assessment process. Almost all MDS items refer to the
resident's status over a designated time period, most frequently the seven day
period ending on this date. The date sets the designated endpoint of the
common observation period, and all MDS items refer back in time from this
point. Some cover the 14 days ending on this day, some 30 days ending on
this date, and so forth.

Thefirst coding task isto enter the observation reference date (i.e., the end point
date of the observation period). For an admission assessment, this date can be
any day up to the 14th day following admission (the last possible date for
completing the admission assessment). For a followup assessment, select a
common reference date within the period the assessment must be compl eted.
This date is the endpoint to which all MDS items must refer.

For an admission assessment, staff may begin to gather some information on the
day of admission. An observation end date will be set, often a date prior to day
14.

RAPs must be completed within regulatory required time frames for
completion of the RAI.
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Examples of Assessment Reference Date for an Admission Assessment

Mrs. M was admitted to your facility on 8/20/94. Your facility's policy statesthat all
MDS assessments for new admissions shall be completed by the 7th day of residency.
Therefore, staff decided to conduct their observations, tests, interviews with resident,
family and other staff, and chart reviews during the first 7 days of the resident's stay.
During this time they record pertinent findings in the resident's record and, where
appropriate, on the MDS form. They record the endpoint of the MDS observation
period as follows, giving staff another 7 days in which to complete the RAPs:

0| 8 2| 6 119] 9|4
Month Day Year

Mr. S was admitted to your facility on 8/20/94. Your facility's policy states that all
MDS assessmentsfor new admissions shall be completed by the 14th day of residency.
The interdisciplinary team on the new resident's unit decides to take the full 14 days
to complete the assessment. Of course they conduct observations, tests, necessary
interviews, and chart reviews necessary for care planning. During this time they
record pertinent findings in the resident's record. They record the endpoint of the
MDS observation period as follows, with the stipulation that the RAPs must also be

completed on that date:
0 9 0] 2 1 9 914
Month Day Year

Rationale: As9/2/94 isthe 14th day of residency, the period of review for the MDS
itemswill bethe 7 days prior to that date, plus the period that ends on that date (or the
period from 8/27 through 9/2/94).

For an annual assessment, staff are likely to have extensive data on hand. In
such cases, a designated observation period of seven daysisusually established.
The date on which the observation period ends is the Assessment Reference
Date. All staff who participate in the assessment must, however, agree that their
description of the resident reflects the resident’s status in this seven day period.

For the month and day of the assessment, enter two digits each, using zero, ("0")
asafiller. Usefour digitsfor the year.
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Example of Assessment Reference Date for an Annual Assessment

Mr. X has been living at your facility for the past 2 years. The date of hislast full
MDS assessment was approximately 1 year ago (9/27/93). It istime to think about
scheduling another full assessment. The MDS RN coordinator posts a notice to the
interdisciplinary team stating Mr. X's next full assessment date is 9/20/94. This
means that the team should be evaluating Mr. X during the 7 day period that ends on
this date for most MDS items (i.e., from 9/14/94 to 9/20/94). Record the endpoint of
the MDS observation period as:

0| 9 21 0 119] 9| 4
Month Day Year

Remember, an annual assessment must be completed within 12 months of the most
recent MDS assessment.

B. Original (0) or corrected copy of form (enter number of corrections):
Reserved for use in assessment data correction and transmission to
State/HCFA. Further instructions will be issued when HCFA’s proposed
automated data processing (ADP) requirement goes into effect.

4. Date of reentry

Intent: To track the date of the resident's readmission to the facility following a
temporary discharge to a hospital.

Definition:  The date the resident was most recently readmitted to your facility after being
temporarily discharged for hospital stay in last 90 days (or since last
assessment or admission if less than 90 days).

Process: Review the clinical record. If dates are unclear or unavailable, ask the
admissions office or medical record department.

Coding: If the resident has not been hospitalized in last 90 days, leave blank. Otherwise,
use al boxes. For a one-digit month or day, place a zero in the first box. For
example: February 3, 1994, should be entered as:

Month Day Year
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5. Marital Status

Coding: Choose the answer that describes the current marital status of the resident.

6. Medical Record Number
Definition:  This number is the unique identifier assigned by the facility for the resident.
Get it from the facility's admissions office, business office, or medical records
department.

7. Current Payment Source(s) for Nursing Home Stay

Intent: To determine payment source(s) that cover the daily per diem or ancillary
services for the resident's stay in the nursing facility over the last 30 days.

Definition:  Per diem C Room, board, nursing care, activities, and servicesincluded in the
routine daily charge.

Ancillary C Servicessuch as medications, equipment for treatments, or supplies
billed outside of the daily routine per diem charge.

Self (or family) pays C full C Includes full private pay by resident or family.
Self (or family) pays C co-pay C Theresident isresponsible for aco-payment.

Privateinsurance C Theresident's private insurance company is covering daily
charges.

Other C Examplesinclude Commission for the Blind, Alzheimer's Association.

Process: Check with the billing office to review current payment sources. Do not rely
exclusively on information recorded in the resident's clinical record, as the
resident's clinical condition may trigger different sources of payment over time.
Usually business offices track such information.

Coding:  For each payment source, check the corresponding answer box.

Example of Current Payment Sources

Mr. F. was recently admitted to your facility from an acute care hospital. Medicare (Part

A) has partially covered his per diem and ancillary services, and private insurance has
covered the remainder of his charges. Mr. F. does not belong to a managed care program.

Check "b", Medicare per diem, "c", Medicare ancillary, and "i", Private insurance.
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8. Reasons for Assessment

a. Primary Reason for Assessment

Intent:

Definition:

October, 1995

To document the key reason for compl eting the assessment, using the various
categories of assessment types mandated by Federal regulation. Most of the
types of assessments listed below will require completion of the MDS, review
of triggered RAPs, and development or review of a comprehensive care plan
within seven days of completing the RAI. [Note C assessment type 5 requires
you to complete only alimited number of MDS items.] Please note that it is
possible to select a code from both 8a (Primary reason for assessment) and 8b
(Special codes).

Minimum Discharge Assessment Requirement. With therelease of Version 2.0
of the MDS, aminimal list of MDS items must be completed for all discharges
and facility reentries. These items are referenced on their own forms and item
8 also appears on these forms C it is listed as Item 8 in Section AA of the
Discharge Tracking and Reentry Tracking Forms; it is also Item AA8 on the
Basic Assessment Tracking Form.

1. Admission assessment. A comprehensive assessment usingtheMDSand
RAPs required by day 14 of theresident’ s stay. Note, this code is used if
theresident isbeing readmitted subsequent to adischarge wherereturn was
not anticipated.

2. Annual assessment C A comprehensive reassessment required within 12
months of the most recent full assessment. If significant change is noted,
code "3" (significant change in status assessment). DO NOT code as an
Annual assessment.

3. Significant changein status assessment C A comprehensive reassessment
prompted by a"major change" that is not self-limited, that impacts on more
than oneareaof theresident'shealth status, and that requiresinterdisciplinary
review or revision of the care plan to ensure that appropriate care is given.
When thereisasignificant change, the assessment must be completed by the
end of the 14th calendar day following the determination that a significant
change has occurred. See procedure described below for assessing
whether a significant change (either improvement or decline) has
occurred.

4. Significant correction of prior assessment CA comprehensive assessment

completed at the facility’ s prerogative, because the previous assessment was
inaccurate or completed incorrectly. This differs from a significant change
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in status assessment, in which case there has been an actual change in the
resident’s health status.

5. Quarterly Assessment CThe subset of MDS items specified on HCFA’s
Quarterly Assessment Form, which must be completed no less frequently
than once every 3 months (i.e., between required full assessments). This
assessment ensures that the care planis correct and up to date. 1t also should
identify instances where significant changes have occurred. If significant
change is noted, Code "3" (Significant change in status assessment). DO
NOT CODE as Quarterly review assessment.

Minimum Dischargelnformation C Until HCFA’sADP requirement is effective, this
code is used only by facilities that are already required to submit data to the State. A
subset of MDS items must be completed for all residents who are discharged or are out
of thefacility over night. Differentiate whether return is anticipated, not anticipated, or
whether the resident has been discharged prior to completing an initial assessment.
These items are referenced below.

6. Discharged C return not anticipated C [Thisis not a code used on this
form; it is used on the Discharge Tracking Form only.] Use this code
whenever aresident is permanently discharged from anursing facility. This
isameans of "closing" the record of any resident at the point of discharge
from the facility (without an anticipated return). Note C until HCFA’s
ADP requirement is effective, thiscodeisused only in facilitiesthat are
required to submit data to the State.

7. Discharged C return anticipated C [Thisis not a code used on this form;
it is used on the Discharge Tracking Form only.] Use this code when a
resident istemporarily discharged to ahospital (or other therapeutic setting).
Also use this code when a respite patient returns home, with an anticipated
return to this facility at a later date. Note C until HCFA’s ADP
requirement is effective, this code is used only in facilities that are
required to submit data to the State.

October, 1995



HCFA's RAI Version 2.0 Manual CH 3: MDS Items [A]

8. Discharged prior to completing initial assessment C [Thisis not a code

used on thisform; it isused on the Discharge Tracking Formonly.] Usethis
code when the resident is discharged during the first 14 days of residency
AND the MDS assessment remains incomplete. A subset of information is
entered for al residents regardless of length of stay. Even a very short stay
resident (e.g., a person who stayed for even one day) must be tracked by the
MDSsystem. At the sametime, remember that you have 14 daysto complete
the full MDS admission assessment, and by using this code you are
identifying residents who have been discharged, transferred or died prior to
day 14, thereby prohibiting your completion of a full assessment. Note C
until HCFA’s ADP requirement is effective, this code is used only in
facilitiesthat arerequired to submit data to the State.

Minimum Reentry Information C Until HCFA’s ADP requirement is effective, this
code is used only by facilities that are already required to submit datato the State. A
subset of MDS items must be completed for residents "reentering” the facility after a
temporary absence (other than atherapeutic leave) in order to reenter the resident into
the State database.

9. Reentry C [Thisis not a code used on this form; it is used on the Reentry

Tracking Form only.] Use this code when a resident of your facility is
readmitted from a temporary discharge to a hospital or other therapeutic
setting (other than for atherapeutic leave). Note C until HCFA's ADP
requirement is effective, this code is used only in facilities that are
required to submit data to the State.

. NONE OF ABOVE C Use this code when your state requires you to

complete one of the additional assessment types referenced in Item AAS8
(below). It indicates that the assessment has been completed to comply with
State-specific requirements (e.g., case-mix payment). Select the code under
item b (below) that indicates the primary reason for assessment.

b. Special codesfor usewith supplemental assessment typesin Case-Mix Demonstration
Statesor other Stateswhererequired. It ispossibleto select a code from both 8a and
8b (e.g., Item 8acoded "3" (Significant Change in Status assessment), and Item 8b coded
"3" (60-day assessment).

October, 1995

1. 5 day assessment C Required for payment reasons prior to the Federally

mandated admission assessment required by day 14 (Code 1, for item a).

2. 30 day assessment
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3. 60 day assessment -- In following this cycle of assessments, the initial
Quarterly review assessment would be due at 90 days.

4. Quarterly assessment using full MDS form C Assessment completed
within a 3-month interval from the last assessment, using a full (not
guarterly) MDS assessment form as required by the State or NHCMQ
demonstration.

5. Readmission/return assessment C A full reassessment (i.e., MDS and
RAPs) required only for residentsin NHCM Q demonstration facilities (or as
required by the State) who are hospitalized for more than 72 hours, or who
are discharged and later readmitted to the facility from the hospital.

6. Other state required assessment C An example is a Utilization Review
assessment. States may issue additional instructions.

Coding: Enter the number corresponding to the primary reason for assessment. For item
a (Primary reason for assessment), for codes 1-9, leave first box blank, placing
correct digit in the second box.

Additional Comments on Significant Change Assessment

Facilities have an ongoing responsibility to assess the resident’ s status and intervene to assist
the resident to attain or maintain the highest practicable level of physical, mental, and
psychosocia well-being. Staff havetheresponsibility of deciding whether achangethey have
noted (either an improvement or decline) is significant.

A "significant change" is defined as a mgor change in the resident’ s status that:

* Isnot self-limiting;
 Impacts on more than one area of the resident’s health status; and
» Requiresinterdisciplinary review and/or revision of the care plan.

The following indicate conditions under which asignificant change reassessment isrequired.
The terms referenced are based on items (and definitions) found in Version 2.0 of the MDS.
Other situations can apply; this list is not exhaustive, and other situations may also meet
significant change definition. [Note -- in an end stage disease status, a full reassessment is
optional, depending on aclinical determination of whether or not the resident would benefit
from the reassessment.]

A significant change may occur at any point during the resident’ s stay, although facilities may
most commonly identify that a significant change has occurred while constructing the
resident’s scheduled quarterly review. Over a six-month period, depending on the resident
population, onein five residents typically declinesin two or more of these areas. The goal of
the significant change reassessment is to ensure that residents are being appropriately
monitored and necessary changesin care ingtituted. Also see discussion in Chapter 2.
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SIGNIFICANT CHANGE CRITERIA*

A significant change assessment isrequired if adecline (or improvement) change is consistently
noted in two or more areas of decline, or two or more areas of improvement.

DECLINE

. Any declinein ADL physical functioning where aresident is newly coded as 3, 4, or 8
(Extensive assistance; Total dependency; Activity did not occur).

. Increase in number of areas where Behavioral symptoms are coded as not easily altered
(increase in number of code 1'sfor E4B).

. Resident’ s decision making changesfrom O or 1to 2 or 3.

. Resident’s incontinence pattern changesfrom 0 or 1 to 2, 3, or 4, or placement of an
indwelling catheter.

. Emergence of sad or anxious mood as a problem that is not easily altered.

. Emergence of an unplanned weight loss problem (5% change in 30 days or 10% changein
180 days)

. Begin to use atrunk restraint or achair that preventsrising for a resident when it was not
used before.

. Emergence of a condition/disease in which resident is judged to be unstable.

. Emergence of apressure ulcer at Stagell or higher, when no ulcerswere previously present
at that stage or higher.

. Overal deterioration of resident’s condition; resident receives more support, (e.g., in
performing ADLSs, or in decision making).

IMPROVEMENT

. Any improvement in ADL physical functioning where aresident isnewly coded as0, 1,
or 2 when previously scored asa 3, 4, or 8.

. Decreasein number of areaswhere Behavioral symptomsof sad or anxious mood are coded
asnot easily altered.

. Resident’ s decision making changesfrom 2 or 3to O or 1.

. Resident’ sincontinence pattern changesfrom 2, 3, or 4to Oor 1.

. Overal improvement of resident’s condition; resident receives fewer supports.

* Thisis not an exhaustive list.

9. Responsibility/Legal Guardian

Intent: To record who has responsibility for participating in decisions about the
resident's health care, treatment, financial affairs, and legal affairs. Depending
on the resident's condition, multiple options may apply. For example, a
resident with moderate dementia may be competent to make decisions in
certain areas, athough in other areas afamily member will assume decision-
making responsibility. Or aresident may have executed a limited power of
attorney to someone responsible only for legal affairs. Lega oversight such
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Definition:

Process:

Coding:
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as guardianship, durable power of attorney, and living wills are generally
governed by State law. The descriptions provided here are for general
information only. Refer to the law in your State and to the facility’s legal
counsel, as appropriate, for additional clarification.

L egal guar dian C Someone who has been appointed after acourt hearing and
is authorized to make decisions for the resident, including giving and
withholding consent for medical treatment. Once appointed, the decision-
making authority of the guardian may be revoked only by another court
hearing.

Other legal oversight C Usethis category for any other program in your State
whereby someone other than the resident parti cipatesin or makesdecisionsabout
the resident’s health care and treatment.

Durable power of attorney/health care C Documentation that someone other
than the resident is legally responsible for health care decisions if the resident
becomes unable to make decisions. This document may also provide guidelines
for the agent or proxy decision-maker, and may include instructions concerning
the resident's wishes for care. Unlike a guardianship, durable power of
attorney/health care proxy terms can be revoked by the resident at any time.

Dur ablepower of attorney/financial C Documentation that someoneother than
theresident islegally responsible for financial decisionsif the resident becomes
unable to make decisions.

Family member responsible C Includes immediate family or significant
other(s) as designated by the resident. Responsibility for decision-making may
be shared by both resident and family.

Patient responsible for self C Resident retains responsibility for decisions. In
the absence of guardianship or legal documentsindicating that decision-making
has been delegated to others, always assume that the resident is the responsible

party.

Legal oversight such as guardianship, durable power of attorney, and living wills
are generally governed by state law. The descriptions provided here are for
genera information only. Refer to the law inyour State and to thefacility'slegal
counsel, as appropriate, for additional clarification.

Consult theresident and the resident'sfamily. Review records. Wherethe lega
oversight or guardianship iscourt ordered, acopy of thelegal document must be
included in the resident's record in order for the item to be checked on the MDS
form.

Check al that apply.
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10. Advanced Directives

Intent:

Definition:

October, 1995

To record the legal existence of directives regarding treatment options for the
resident, whether made by the resident or alegal proxy. Documentation must
be available in the record for a directive to be considered current and binding.
The absence of pre-existing directives for the resident should prompt
discussion by clinical staff withtheresident and family regarding theresident's
wishes. Any discrepancies between the resident's current stated wishes and
what is said in lega documents in the resident's file should be resolved
immediately.

Living will C A document specifying the resident's preferences regarding
measures used to prolong life when there is atermina prognosis.

Do not resuscitate C In the event of respiratory or cardiac failure, the resident,
family or legal guardian has directed that no cardiopulmonary resuscitation
(CPR) or other life-saving methods will be used to attempt to restore the
resident's respiratory or circulatory function.

Do not hospitalize C A document specifying that the resident is not to be
hospitalized even after developing a medical condition that usually requires
hospitalization.

Organ donation C Instructions indicating that the resident wishes to make
organs available for transplantation, research, or medical education upon death.

Autopsy request C Document indicating that the resident, family or legal
guardian has requested that an autopsy be performed upon death. The family or
responsible party must still be contacted upon the resident's death and re-asked
if they want an autopsy to be performed.

Feeding restrictions C The resident or responsible party (family or legd
guardian) does not wish the resident to be fed by artificial means (e.g., tube,
intravenous nutrition) if unable to be nourished by oral means.

Medication restrictions C The resident or responsible party (family or lega
guardian) does not wish the resident to receive life-sustaining medications (e.g.,
antibiotics, chemotherapy). Theserestrictions may not be appropriate, however,
when such medications could be used to ensure the resident's comfort. Inthese
cases, the directive should be reviewed with the responsible party.

Other treatment restrictions C The resident or responsible party (family or
legal guardian) does not wish the resident to receive certain medical treatments.
Examples include, but are not limited to, blood transfusion, tracheotomy,
respiratory intubation, and restraints. Such restrictions may not be appropriate
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Process:

Coding:
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to treatments given for palliative reasons (e.g., reducing pain or distressing
physical symptoms such as nausea or vomiting). In these cases, the directive
should be reviewed with the responsible party.

You will need to familiarize yourself with the legal status of each type of
directive in your State. In some states only a health care proxy is formally
recognized; other jurisdictions allow for the formulation of living wills and the
appointment of individuals with durable power of attorney for heath care
decisions. Facilities should develop a policy regarding documents drawn in
other states, respecting them as important expressions of the resident's wishes
until their legal status is determined.

Review the resident's record for documentation of the resident's advance
directives. Documentation must be available in the record for a directive to be
considered current and binding.

Someresidentsat the time of admission may be unableto participatein decision-
making. Staff should make areasonable attempt to determine whether the new
resident has ever created an advance directive (e.g., ask family members, check
with the primary physician). Lacking any directive, treatment decisions will
likely be made in concert with the resident's closest family membersor, in their
absence or in case of conflict, through legal guardianship proceedings.

Thefollowing comments provide further guidance on how to codethese directives.
You will also need to consider State law, legal interpretations, and facility policy.

$ Theresident (or proxy) should alwaysbeinvolved in the discussion to ensure
informed decision-making. If the resident's preference is known and the
attending physician is aware of the preference, but the preference is not
recorded in the record, check the MDS item only after the preference has
been documented.

$ If theresident's preference isin areas that require supporting orders by the
attending physician (e.g., do not resuscitate, do not hospitalize, feeding
restrictions, other treatment restrictions), check the MDS item only if the
document has been recorded or after the physician provides the necessary
order. Where aphysician'scurrent order isrecorded but resident's or proxy's
preference is not indicated, discuss with the resident's physician and check
the MDS item only after documentation confirming that the resident's or
proxy's wishes have been entered into the record.

$ If your facility has a standard protocol for withholding particular treatments
from all residents (e.g., no facility staff member may resuscitate or perform
CPR on any resident; facility does not use feeding tubes), check the MDS
itemonly if the advanced directiveistheindividual preference of theresident
(or legal proxy), regardless of the facility's policy or protocol.
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Coding:

Intent:

October, 1995

Check all that apply. If none of the directives are verified by documentation in
the medical records, check NONE OF ABOVE.

SECTION B.
COGNITIVE PATTERNS

To determine the resident's ability to remember, think coherently, and organize
daily self-careactivities. Theseitemsarecrucial factorsin many care-planning
decisions. Your focusis on resident performance, including a demonstrated
ability to remember recent and long-past events and to perform key decision
making skills.

Questions about cognitive function and memory can be sensitive issuesfor some
residents who may become defensive or agitated or very emotional. These are
not uncommon reactions to performance anxiety and feelings of being exposed,
embarrassed, or frustrated if the resident knows he or she cannot answer the
guestions cogently.

Be sure to interview the resident in a private, quiet area without distractions C
i.e., not in the presence of other residents or family, unless the resident is too
agitated to be left alone. Using a nonjudgmental approach to questioning will
help create a needed sense of trust between staff and resident. After dliciting the
resident's responses to the questions, return to the resident's family or others, as
appropriate, to clarify or validate information regarding the resident's cognitive
function over the last seven days. For residents with limited communication
skillsor who are best understood by family or specific care givers, you will need
to carefully consider their insights in this area.
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1. Comatose

Intent:

Coding:

2. Memory

Intent:

Process:
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$ Engage the resident in general conversation to help establish rapport.

$ Actively listen and observe for clues to help you structure your assessment.
Remember C repetitiveness, inattention, rambling speech, defensiveness, or
agitation may be challenging to deal with during an interview, but they
provide important information about cognitive function.

$ Be open, supportive, and reassuring during your conversation with the
resident (e.g., "Do you sometimes have trouble remembering things? Tell
me what happens. We will try to help you").

If the resident becomesreally agitated, sympathetically respond to hisor her
feelings of agitation and STOP discussing cognitive function. The
information-gathering process does not need to be completed in one sitting
but may be ongoing during the entire assessment period. Say to the agitated
resident, for example, "Let's talk about something else now," or "We don't
need to talk about that now. We can do it later”. Observe the resident's
cognitive performance over the next few hours and days and come back to
ask more questions when he or she is feeling more comfortable.

To record whether the resident's clinical record includes a documented
neurological diagnosis of coma or persistent vegetative state.

Enter the appropriate number in the box.

If the resident has been diagnosed as comatose or in a persistent vegetative stete,
code "1". Skip to Section G. If the resident is not comatose or is semi-
comatose, code "0" and proceed to the next item (B2).

To determine the resident's functional capacity to remember both recent and
long-past events (i.e., short-term and long-term memory).

a. Short-Term Memory: Ask theresident to describe arecent event that both
of you had the opportunity to remember. Or, you could use a more structured
short-term memory test. For residents with limited communication skills, ask
staff and family about the resident’s memory status. Remember, if there is no
positive indication of memory ability, (e.g., remembering multiple items over
time or following through on a direction given five minutes earlier) the correct
responseis 1", Memory Problem.
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Examples
Ask the resident to describe the breakfast meal or an activity just completed.

Ask the resident to remember three items (e.g., book, watch, table) for a few minutes.
After you have stated all three items, ask the resident to repeat them (to verify that you
were heard and understood). Then proceed to talk about something else C do not be
silent, do not leave the room. In five minutes, ask the resident to repeat the name of each
item. If theresident isunableto recall al threeitems, code"1." For personswith verbal
communication deficits, non-verbal responsesare acceptabl e (e.g., when asked how many
children they have, they can tap out a response of the appropriate number).

b. Long-Term Memory: Engage in conversation that is meaningful to the
resident. Ask questions for which you can validate the answers (from your
review of record, general knowledge, the resident's family). For residents with
limited communication skills, ask staff and family about the resident’s memory
status. Remember, if thereisno positiveindication of memory ability, the correct
responseis"1", Memory Problem.

Example

Ask the resident, "Where did you live just before you came here?' If "at home" isthe
reply, ask "What was your address?' If "another nursing home" is the reply, ask "What
was the name of the place?' Then ask: "Are you married?' "What is your spouse's
name?' "Do you have any children?' "How many?' "Whenisyour birthday?' "Inwhat
year were you born?"

Coding:  Enter the numbers that correspond to the observed responses.

3. Memory/Recall Ability

Intent: To determine the resident's memory/recall performance within the
environmental setting. A resident may have intact socia graces and respond
to staff and others with alook of recognition, yet have no idea who they are.
This item will enable staff to probe beyond first, perhaps mistaken,
impressions.
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Definition:

Process:

Coding:

Current season C Ableto identify the current season (e.g., correctly refersto
weather for the time of year, legal holidays, religious celebrations, etc.).

Location of own room C Able to locate and recognize own room. It is not
necessary for the resident to know the room number, but he or she should be able
to find the way to the room.

Staff names/faces C Ableto distinguish staff members from family members,
strangers, visitors, and other residents. It is not necessary for the resident to
know the staff member's name, but he or she should recognize that the person is
a staff member and not the resident’s son or daughter, etc.

That he/she is in a nursing home C Able to determine that he or she is
currently living in anursing home. To check thisitem, it is not necessary that
the resident be able to state the name of the facility, but he/she should be ableto
refer to the facility by aterm such as a"home for older people”, a"hospital for
the elderly”, "a place where older people live", etc.

Test memory/recall. Use information obtained from clinical records or staff.
Ask the resident about each item. For example, "What is the current season?
"What is the name of this place?' "What isthiskind of place?' If the resident
isnot in his or her room, ask "Will you show me to your room?' Observe the
resident's ability to find the way.

For each item that the resident can recall, check the corresponding answer box. |If
the resident can recall none, check NONE OF ABOVE.

4. Cognitive Skills for Daily Decision-Making

Intent:

To record the resident's actual performance in making everyday decisions about
tasks or activities of daily living.

Choosing items of clothing; knowing when to go to scheduled meds, using
environmental cues to organize and plan (e.g., clocks, calendars, posted listings of
upcoming events); in the absence of environmental cues, seeking information
appropriately (i.e., not repetitively) from othersin order to plan the day; using awareness
of one's own strengths and limitations in regulating the day's events (e.g., asks for help
when necessary); making the correct decision concerning how to get to the lunchroom;
acknowledging need to use awalker, and using it faithfully.

Examples

Process:
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Review the clinical record. Consult family and nurse assistants. Observe the
resident. The inquiry should focus on whether the resident is actively making
these decisions, and not whether staff believe the resident might be capable of
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Coding:

doing so. Remember theintent of thisitemisto record what the resident isdoing
(performance). Whereastaff member takesdecision-making responsibility awvay
from the resident regarding tasks of everyday living, or the resident does not
participate in decision-making, whatever his or her level of capability may be,
the resident should be considered to have impaired performance in decision-
making.

Thisitemisespecialy important for further assessment and care planning in that
it can aert staff to amismatch between aresident's abilitiesand hisor her current
level of performance, or that staff may be inadvertently fostering the resident's
dependence.

Enter one number that corresponds to the most correct response.

0. Independent C The resident's decisions in organizing daily routine and
making decisions were consistent, reasonable, and organized reflecting
lifestyle, culture, values.

1. Modified Independence C The resident organized daily routine and made
safe decisions in familiar situations, but experienced some difficulty in
decision-making when faced with new tasks or situations.

2. Moderately Impaired C The resident's decisions were poor; the resident
required reminders, cues, and supervision in planning, organizing, and
correcting daily routines.

3. Severely Impaired C Theresident'sdecision-makingwasseverely impaired;
the resident never (or rarely) made decisions.

5. Indicators of Delirium - Periodic Disordered Thinking/Awareness

Intent:
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To record behavioral signs that may indicate that delirium is present.
Frequently, delirium is caused by a treatable illness such as infection or
reaction to medications.

The characteristics of delirium are often manifested behaviorally and therefore
can be observed. For example, disordered thinking may be manifested by
rambling, irrelevant, or incoherent speech. Other behaviors are described in the
definitions below.

A recent change (deterioration) in cognitive function is indicative of delirium
(acute confusional state), which may be reversible if detected and treated in a
timely fashion. Signs of delirium can be easier to detect in a person with intact
cognitive function at baseline. However, when a resident has a pre-existing
cognitive impairment or pre-existing behaviors such as restlessness, calling out,
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etc., detecting signs of delirium is more difficult. Despite this difficulty, it is
possible to detect signs of delirium in these residents by being attuned to recent
changesin their usual functioning. For example, aresident who isusualy noisy
or belligerent may suddenly become quiet, lethargic, and inattentive. Or,
conversely, onewho isnormally quiet and content may suddenly becomerestless
and noisy. Or, one who is usually able to find his or her way around the unit
may begin to get "lost".

Definitions: a

Coding:
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b.

Eadlly distracted (e.g., difficulty paying attention; gets sidetracked)

Periods of altered perception or awareness of surroundings (e.g., moves
lips or talks to someone not present; believes he/she is somewhere elseg;
confuses night and day)

Episodes of disorganized speech (e.g., speech is incoherent, nonsensical,
irrelevant, or rambling from subject to subject; loses train of thought)

Periodsof restlessness(e.g., fidgeting or picking at skin, clothing, napkins,
etc.; frequent position changes; repetitive physical movementsor calling out)

Periods of lethargy (e.g., sluggishness, staring into space; difficult to
arousg, little body movement)

Mental function variesover the cour se of the day (e.g., sometimes better,
sometimes worse; behaviors sometimes present, sometimes not)

Code for resident's behavior in the last seven days regardless of what you believe
the cause to be C focusing on when the manifested behavior first occurred.

0.
1.
2.

Behavior not present

Behavior present, not of recent onset

Behavior present over last 7 days appears different from resident's usual
functioning (e.g., new onset or worsening)
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6

Case Example 1

Mrs. K isa92 year old widow of 30 yearswho has severefunctional dependency secondary
to heart disease. Her primary nurse assistant has reported during the last two days Mrs. K
has "not been herself.” She has been napping more frequently and for longer periods
during the day. Sheisdifficult to arouse and has mumbling speech upon avakening. She
aso has difficulty paying attention to what sheisdoing. For example, at meals instead of
eating as she usually does, she picks at her food as if she doesn't know what to do with a
fork. Then stops and closes her eyes after afew minutes. Alternatively, Mrs. K has been
waking up at night believing it to be daytime. She has been calling out to staff demanding
to be taken to see her husband (although he is deceased). On 3 occasions Mrs. K was
observed attempting to climb out of bed over the foot of the bed.

Indicators Coding

a. Eadly distracted 2 (present, new)
b. Periods of altered perception or

awareness of surroundings 2 (present, new)
c. Episodes of disorganized speech 2 (present, new)
d. Periods of restlessness 2 (present, new)
e. Periods of lethargy 2 (present, new)
f. Mental function varies over

the course of the day 2 (present, new)

Case Example 2

Mr. D hasahistory of Alzheimer'sdisease. His skillsfor decision making have been poor
for along time. He often has difficulty paying attention to tasks and activities and usually
wanders away from them. Herarely speaksto others, and when he doesit is garbled and
the contents are nonsensical. Heis often observed mumbling and moving hislipsasif he's
talking to someone. Although Mr. D is often restless and fidgety this behavior is not new
for him and it rarely interferes with a good night's sleep.

Indicators Coding

a. Eadly distracted 1 (present, not new)
b. Periods of altered perception or

awareness of surroundings 1 (present, not new)
c. Episodes of disorganized speech 1 (present, not new)
d. Periods of restlessness 1 (present, not new)
e. Periods of lethargy 0 (behavior not present)
f. Mental function varies over the

course of the day 1 (present, not new)

Change in Cognitive Status
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Intent: To document changes in the resident's cognitive status, skills, or abilities as
compared to his or her status of 90 days ago (or since last assessment if less
than 90 days ago). These can include, but are not limited to, changesin level
of consciousness, cognitive skills for daily decision-making, short-term or
long-term memory, thinking or awareness, or recall. Such changes may be
permanent or temporary; their causes may be known (e.g., a new pain or
psychotropic medication) or unknown. If the resident is a new admission to
the facility, this item includes changes during the period prior to admission.

Coding: Record the number corresponding to the most correct response. Enter "0" for No
change, "1" for Improved, or "2" for Deteriorated.

Examples of Change in Cognitive Status

Mrs. G experienced delirium (acute confusion) secondary to pneumonia approximately
30 days ago. With appropriate antibiotic therapy, hydration, and a quiet supportive
milieu, she recovered. Although Mrs. G's cognitive skills did not increase beyond the
level that existed prior to her pneumonia, and she remains unable to make daily decisions,
she has steadily improved to her pre-pneumonia status. Code" 0" for No Change.

Ms. Pisintellectually intact. About two and one-half months ago she was informed by
her daughter that her neighbor and lifelong friend had died while on atrip to Europe. Ms.
P took the news very hard; she was stunned and seemed to be confused and bewildered
for days. With support of family and staff, confusion passed. Although she continued to
grieve, her cognitive status returned to what it was prior to her receiving the bad news.
Code" 0" for No change.

Mr. D was admitted to the nursing home three months ago upon discharge from the
hospital with signs of post-operative delirium. Since that time he no longer requires
frequent reminders and re-orientation throughout each day. His decision-making skills
have improved. Code" 1" for Improved.

Mr. F has Alzheimer'sdisease. Hedid well until two months ago, when his primary nurse
assistant reported that he can no longer find hisway back to hisroom, which he was able
to do three months ago. He often gets lost now while trying to find his way to the unit
activity/dining room. Code" 2" for Deteriorated.

(continued on next page)
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Examples of Changein Cognitive Status
(continued)

Mrs. F was admitted to the facility six weeks ago. Upon admission she had modified
independence in daily decision-making skills, intact short and long term memory, and
good recall abilities. Since that time, Mrs. F has had a stroke, which has left her with
deficitsin these areas. Within this Significant Change assessment period, her decisions
have become poor. She is not aware of her new physical limitations and has taken
unreasonable safety risksin transferring and locomotion. She receives supervision at al
times. Code" 2" for Deteriorated.

M DS Cognitive Perfor mance Scale©

Many facilities have asked for a system to combine MDS cognitive itemsinto an overall
Cognitive Performance Scale. Such a scale has been produced C The MDS Cognitive
Performance Scale (CPS)© [see Appendix F]. Five MDS items are used in assigning
residents to one of seven CPS categories. The CPS categories are highly related to
residents average scores on the Folstein Mini-Mental Status Examination (MM SE),
which hasascore range of zero (worst) to thirty (best). According to Folstein,an MM SE
score of 23 or lower usually suggests cognitive impairment but it may be lower for
persons with an eighth grade education or less.

SECTION C.
COMMUNICATION/HEARING PATTERNS

Intent: To document the resident's ability to hear (with assistive hearing devices, if
they are used), understand, and communicate with others.

There aremany possible causesfor the communication problems experienced by
elderly nursing home residents. Some can be attributed to the aging process,
others are associated with progressive physical and neurological disorders.
Usually the communication problem is caused by more than one factor. For
example, aresident might have aphasia as well aslong standing hearing loss; or
he or she might have dementia and word finding difficulties and a hearing loss.
The resident's physical, emotional, and social situation may also complicate
communication problems. Additionally, a noisy or isolating environment can
inhibit opportunities for effective communication.

Deficits in one's ability to understand (receptive communication deficits) can

involve declinesin hearing, comprehension (spoken or written), or recognition
of facial expressions. Deficits in ability to make one's self understood
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1. Hearing

Intent:

Process:

Coding:
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(expressive communication deficits) can include reduced voice volume and
difficulty in producing sounds, or difficulty in finding the right word, making
sentences, writing, and gesturing.

To evaluate the resident's ability to hear (with environmental adjustments, if
necessary) during the past seven-day period.

Evaluate hearing ability after the resident has a hearing appliance in place, if the
resident uses an appliance. Review the clinical record. Interview and observe
the resident, and ask about the hearing function. Consult the resident's family,
direct care staff, and speech or hearing specialists. Test the accuracy of your
findings by observing the resident during your verbal interactions.

Bealert to what you have to do to communicate with the resident. For example,
if you have to speak more clearly, use alouder tone, speak more slowly, or use
more gestures, or if the resident needs to see your face to know what you are
saying, or if you have to take the resident to a more quiet area to conduct the
interview C al of these are cues that there is a hearing problem, and should be
so indicated in the coding.

Also, observe the resident interacting with others and in group activities. Ask
the activities personnel how the resident hears during group leisure activities.

Enter one number that corresponds to the most correct response.

0. Hearsadequately C The resident hears all normal conversational speech,
including when using the telephone, watching television, and engaged in
group activities.

1. Minimal difficulty C Theresident hears speech at conversational levels but
has difficulty hearing when not in quiet listening conditions or when not in
one-on-one situations.

2. Hearsin special situationsonly C Although hearing-deficient, the resident

compensates when the speaker adjuststonal quality and speaks distinctly; or
the resident can hear only when the speaker'sface is clearly visible.
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3. Highlyimpaired/absenceof useful hearing C Theresident hearsonly some
sounds and frequently fails to respond even when the speaker adjusts tonal
quality, speaks distinctly, or is positioned face to face. There is no
comprehension of conversational speech, even when the speaker makes
maximum adjustments.

2. Communication Devices/Techniques

Definition:

Process:

Coding:

Hearing aid, present and used C A hearing aid or other assistive listening
deviceis available to the resident and is used regularly.

Hearingaid, present and not used regularly C A hearing aid or other assistive
listening device is available to the resident and is not regularly used (e.g.,
resident has a hearing aid that is broken or is used only occasionally).

Other receptive communication technique used (e.g., lip reading) C A
mechanism or process is used by the resident to enhance interaction with others
(e.g., reading lips, touching to compensate for hearing deficit, writing by staff
member, use of communication board).

Consult with the resident and direct care staff. Observe the resident closely
during your interaction.

Check all that apply. If the resident does not have a hearing aid or does not
regularly use compensatory communication techniques, check NONE OF
ABOVE.

3. Modes of Expression

Intent:

Definition:
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To record the types of communication techniques (verba and non-verbal) used
by the resident to make his or her needs and wishes known.

Writing messages to express or clarify needs C Resident writes notes to
communicate with others.

Signs/gestures/sounds C This category includes nonverbal expressions used by
the resident to communicate with others.

$ Actions may include pointing to words, objects, people; facial expressions;
using physical gestures such as nodding head twice for "yes' and once for
"no" or squeezing another's hand in the same manner.

$ Sounds may include grunting, banging, ringing a bell, etc.
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Process:

Coding:

Communication board C An electronic, computerized or other home-made
device used by the resident to convey verbal information, wishes, or commands
to others.

Other C Examplesinclude flash cards or various electronic assistive devices.

Consult with the primary nurse assistant and other direct-care staff from all
shifts, if possible. Consult with the resident's family. Interact with the resident
and observe for any reliance on non-verbal expression (physical gestures, such
as pointing to objects), either in one-on-one communication or in group
situations.

Check the boxes for each method used by the resident to communicate his or her
needs. If the resident does not use any of the listed items, check NONE OF
ABOVE.

4. Making Self Understood

Intent:

Process:

Coding:
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To document the resident’s ability to express or communicate requests, needs,
opinions, urgent problems, and social conversation, whether in speech, writing,
sign language, or a combination of these.

Interact with the resident. Observe and listen to the resident's efforts to
communicate with you. Observe hisor her interactions with othersin different
settings (e.g., one-on-one, groups) and different circumstances (e.g., when calm,
when agitated). Consult with the primary nurse assistant (over all shifts) if
available, the resident's family, and speech-language pathol ogist.

Enter the number corresponding to the most correct response.

0. Understood C The resident expresses ideas clearly.

1. Usually Understood C The resident has difficulty finding the right words
or finishing thoughts, resulting in delayed responses; or the resident requires

some prompting to make self understood.

2. Sometimes Understood C The resident has limited ability, but is able to
express concrete requests regarding at least basic needs (e.g., food, drink,
sleep, toilet).

3. Rarely or Never Understood C At best, understanding is limited to staff

interpretation of highly individual, resident-specific soundsor body language
(e.g., indicated presence of pain or need to toilet).
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5. Speech Clarity

Intent:

Definition:

To document the quality of the resident's speech, not the content or
appropriateness C just words spoken.

Speech C the expression of articulate words.

Process: Listen to the resident. Confer with primary assigned caregivers.

Coding: Enter the number corresponding to the most correct response.

0.

1.

2.

Clear speech C utters distinct, intelligible words.
Unclear speech C utters slurred or mumbled words.

No speech C absence of spoken words.

6. Ability to Understand Others

Intent:

To describe the resident's ability to comprehend verbal information whether
communicated to the resident orally, by writing, or in sign language or braille.
Thisitem measures not only the resident's ability to hear messages but also to
process and understand language.

Process: Interact with the resident. Consult with primary direct care staff (e.g., nurse
assistants) over all shiftsif possible, the resident's family, and speech-language
pathologist.

Coding: Enter the number corresponding to the most appropriate response.

0.
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Under stands C The resident clearly comprehends the speaker's message(s)
and demonstrates comprehension by words or actions/behaviors.

Usually Under stands C The resident may miss some part or intent of the
message but comprehends most of it. The resident may have periodic
difficulties integrating information but generally demonstrates
comprehension by responding in words or actions.

Sometimes Under stands C The resident demonstrates frequent difficulties
integrating information, and responds adequately only to simple and direct
guestions or directions. When staff rephrase or simplify the message(s)
and/or use gestures, the resident's comprehension is enhanced.

Rarely/Never Under standsC Theresident demonstratesvery limited ability
to understand communication. Or, staff have difficulty determining whether
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the resident comprehends messages, based on verbal and nonverbal
responses. Or, the resident can hear sounds but does not understand

Messages.

7. Change in Communication/Hearing

Intent:

Process:

Coding:
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To document any change in the resident's ability to express, understand, or hear
information compared to his or her status of 90 days ago (or since last
assessment if less than 90 days ago). If the resident is a new admission to the
facility, thisitem includes changes during the period prior to admission.

In addition to consulting primary care staff (over all shiftsif possible), consulting
the family of new admissions, and reviewing prior Quarterly reviews when
available, ask the resident if he or she has noticed any changes in the ability to
hear, talk, or understand others. Sometimes, residents do not complain of
changes being experienced because they attribute them to "old age”. Therefore,
itisimportant that they be asked directly. Sometypes of deterioration are easily
corrected (e.g., by new hearing aid batteries or removal of ear wax).

Enter the number corresponding to the most correct response. Enter "0" for No
change, "1" for Improved, or "2" for Deteriorated.

Examples of Changein Communication/Hearing

Mrs. L hashad expressive aphasiafor two years. Although she periodically says
aword or phrase that is understood by others, thisis not new for her. During
the last 90 days her communication status has essentially remained unchanged.
Code" 0" for No change.

Mrs. R's hearing is severely impaired. Five months ago the occupational
therapist developed flash cards for staff to use when communicating with her.
This was a tremendous boost for both Mrs. R and staff. Her ability to
understand others continues to improve. Code" 1" for Improved.

Mr. S has complained for the last two weeks of ringing in his ears, saying
"Please do something, it's driving me crazy! Code" 2" for Deteriorated.

Upon admission two months ago Mrs. T had difficulty hearing unless the
speaker adjusted his or her tone of voice and spoke more distinctly. She has
worn hearing aids in the past but lost them during a hospital admission. Since
admission to the nursing home, Mrs. T was tested and fitted with hew hearing
aids. She hears much better with the aids though she is still trying to adjust to
wearing them. Code" 1" for Improved.
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SECTION D.
VISION PATTERNS

Intent: To record the resident's visual abilities and limitations over the past seven days,
assuming adequate lighting and assistance of visual appliances, if used.

1. Vision
Intent: To evaluate theresident's ability to see close objectsin adequate lighting, using
the resident's customary visual appliances for close vision (e.g., glasses,
magnifying glass).
Definition: " Adequate” lighting C What is sufficient or comfortable for a person with
normal vision.
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Process: $ Ask direct care staff over al shiftsif possible, if the resident has manifested any
changein usual vision patterns over the past seven days C e.g., isthe resident still
able to read newsprint, menus, greeting cards, etc.?

$ Then ask the resident about his or her visual abilities.

$ Test the accuracy of your findings by asking the resident to look at regular-
size print in abook or newspaper with whatever visual appliance he or she
customarily usesfor close vision (e.g., glasses, magnifying glass). Then ask
the resident to read aloud, starting with larger headlines and ending with the
finest, smallest print.

$ Be sensitive to the fact that some residents are not literate or are unable to
read English. In such cases, ask the resident to read aloud individual letters
of different size print or numbers, such as dates or page numbers, or to name
itemsin small pictures.

$ If theresident isunableto communicate or follow your directionsfor testing
vision, observe the resident's eye movements to see if his or her eyes seem
to follow movement and objects. Though these are gross measurements of
visual acuity, they may assist you in assessing whether the resident has any
visual ability.

Coding: Enter the number corresponding to the most correct response.

0. Adequate C The resident sees fine detail, including regular print in
newspapers/books.

1. Impaired C The resident sees large print, but not regular print in
newspapers/books.

2. Moderately Impaired C The resident has limited vision, is not able to see
newspaper headlines, but can identify objectsin his or her environment.

3. Highly Impaired C The resident's ability to identify objects in his or her
environment is in question, but the resident's eye movements appear to be
following objects (especially people walking by).

Note: Many residents with severe cognitive impairment are unable to
participate in vision screening because they are unable to follow directions
or are unable to tell you what they see. However, many such residents
appear to "track” or follow moving objects in their environment with their
eyes. For residents who appear to do this, use code "3", Highly Impaired.
With our current limited technology, thisis the best assessment you can do
under the circumstances.
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4. Severely Impaired C The resident has no vision; sees only light colors or
shapes; or eyes do not appear to be following objects (especially people
walking by).

2. Visual Limitations/Difficulties

Intent:

Process:

Coding:

To document whether the resident experiences visual limitations or difficulties
related to diseases common in aged persons (e.g., cataracts, glaucoma, macular
degeneration, diabetic retinopathy, neurologic diseases). It is important to
identify whether these conditions are present. Some eye problems may be
treatable and reversible; others, though not reversible, may be managed by
interventions aimed at maintaining or improving the resident's residual visua
abilities.

Side vision problems C Observe the resident during his or her daily routine
(e.g., eating medls, traveling down ahallway). Also, ask the resident about any
vision problems (e.g., spilling food, bumping into objects and people). Ask the
primary nurse assistant and other direct-care staff on each shift if possible,
whether the resident appears to have difficulties related to decreased peripheral
vision (e.g., leaves food on one side of tray, has difficulty traveling, bumpsinto
people and objects, migudges placement of chair when seating self).

Experiences any of the following C Ask the resident directly if he or sheis
seeing halos or rings around lights, flashes of light, or "curtains' over the eyes.
Ask staff membersif the resident complains about any of these problems.

Check all that apply. If none apply, check NONE OF ABOVE.

3. Visual Appliances

Intent:

Definition:

Coding:

October, 1995

To determine if the resident uses visual appliances regularly.

Glasses; contact lenses; magnifying glass C Includes any type of corrective
device used at any time during the last seven days.

Enter "1" if the resident used glasses, contact lenses, or amagnifying glass during

the past seven days. Enter "0" if none apply.
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SECTION E.
MOOD AND BEHAVIOR PATTERNS

Mood distressisaserious condition and is associated with significant morbidity. Associated factors
include poor adjustment to the nursing home, functional impairment, resistance to daily care,
inability to participatein activities, isolation, increased risk of medical illness, cognitiveimpairment,
and an increased sensitivity to physical pain. It is particularly important to identify signs and
symptoms of mood distress among el derly nursing home residents because they are very treatable.

In many facilities, staff have not received specific training in how to evaluate residents who have
distressed mood or behavioral symptoms. Therefore, many problems are underdiagnosed and
undertreated. In facilities where such training has not occurred, an in-service program under the
direction of aprofessional mental health specialist is recommended. At a minimum, staff in such
facilities have found the various mental health RAPs (e.g., Mood, Behavior) to be helpful and these
should be carefully reviewed.

1. Indicators of Depression, Anxiety, Sad Mood

Intent: To record the frequency of indicators observed in the last 30 days, irrespective
of the assumed cause of the indicator (behavior).

Definition:  Feelings of psychic distress may be expressed directly by the resident who is
depressed, anxious, or sad. However, statements such as "I'm so depressed"”
are rare in the older nursing home population. Rather, distress is more
commonly expressed in the following ways:

VERBAL EXPRESSIONS OF DISTRESS

a. Resident madenegativestatementsC e.g., "Nothing matters; Would rather
be dead; What's the use; Regrets having lived so long; Let me die.”

b. Repetitive questions C e.g., "Where do | go; What do | do?’
c. Repetitive verbalizations C e.g., Calling out for help, ("God help me").

d. Persistent anger with self or others C eg., easily annoyed, anger at
placement in nursing home; anger at care received.

e. Self deprecation C e.g., "I am nothing; | am of no use to anyone".

f. Expressions of what appear to be unrealistic fears C e.g., fear of being
abandoned, |eft alone, being with others.
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0. Recurrent statementsthat somethingterribleisabout to happen C e.g.,
believes he or she is about to die, have a heart attack.

h. Repetitive health complaints C e.g., persistently seeks medical attention,
obsessive concern with body functions.

I. Repetitive anxious complaints/concerns (non-health related) C eg.,
persistently seeks attention/reassurance regarding schedules, meals, laundry,
clothing, relationship issues.

DISTRESS MAY ALSO BE EXPRESSED NON-VERBALLY AND

IDENTIFIED THROUGH OBSERVATION OF THE RESIDENT IN THE

FOLLOWING AREASDURING USUAL DAILY ROUTINES:

SLEEP CYCLE ISSUES C Distress can al so be manifested through disturbed
deep patterns.

J.  Unpleasant mood in morning

k. Insomnia/change in usual sleep pattern C e.g., difficulty falling asleep,
fewer or more hours of sleep than usual, waking up too early and unable to
fall back to sleep

SAD, APATHETIC, ANXIOUS APPEARANCE

|. Sad, pained, worried facial expressions C e.g., furrowed brows

m. Crying, tearfulness

n. Repetitivephysical movementsC e.g., pacing, hand wringing, restlessness,
fidgeting, picking

LOSSOF INTEREST. Theseitemsrefer to achangeinresident'susual pattern
of behavior.

0. Withdrawal from activitiesof interest C e.g., no interest in long standing
activities or being with family/friends

p. Reduced social interaction C e.g., lesstalkative, more isolated
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Process: Initiate a conversation with the resident. Some residents are more verbal about
their feelings than others and will either tell someone about their distress, or tell
someone only when directly asked how they feel. Other residents may be unable
to articulate their feelings (i.e., cannot find the words to describe how they fedl,
or lack insight or cognitive capacity). Observe residents carefully for any
indicator. Consult with direct-care staff over all shifts, if possible, and family
who have direct knowledge of theresident'sbehavior. Relevant information may
also be found in the clinical record.

Coding: For each indicator apply one of the following codes based on interactions with and
observations of the resident in the last 30 days. Remember, code regardless of
what you believe the cause to be.

0. Indicator not exhibited in last 30 days

1. Indicator of thistype exhibited up to five daysaweek (i.e., exhibited at least
once during the last 30 days but less than 6 days a week).

2. Indicator of thistype exhibited daily or almost daily (6, 7 days a week)

Example

Mr. F is a new admission who becomes upset and angry when his daughter visits (3 times
aweek). He complainsto her and staff caregiversthat ‘she put mein thisterrible dump.’

He chastizes her ‘for not taking himinto her home’, and berates her ‘for being an ungrateful
daughter.” After sheleaves, he becomesremorseful, sad looking, tearful, and says"What’s
theuse. I’'mno good. | wish | died when my wife did." Coding " 1" for a. (Resident
made negative statements), d. (Persistent anger with self or others), e (Sef

eprecation), m. (Crying, tearfulness); remaining Mood items would be coded " 0".

2. Mood Persistence

Intent: Toidentify if one or moreindicators of depressed, sad or anxious mood were not
easily altered by attemptsto " cheer up”, console, or reassure theresident over the
last seven days.

Process: Observe the resident and discuss the situation with direct caregivers over al
shifts, if possible, and family members or friends who visit frequently or have
frequent telephone contact with the resident.

Coding:  Enter "0" if the resident did not exhibit any mood indicators over last 7 days, "1"
if indicators were present and easily altered by staff interactions with the resident
or "2" if any indicator was present but not easily altered (e.g., behavior persisted
despite staff efforts to console resident).

3. Change in Mood
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Intent:

Definition:

Process:

Coding:

October, 1995

To document changes in the resident's mood as compared to his or her status
of 90 days ago (or since last assessment if less than 90 days ago). If the
resident is a new admission to the facility, thisitem includes changes during
the period prior to admission.

Change in Mood C Refers to status of any of the symptoms (new onset,
improvement, worsening) described initem E1 (verbal expressions of distress,
deep cycle issues, sad apathetic, anxious appearance, loss of interest or other
signs) and item E2 (mood persistence). Such changes include:

$ increased or decreased numbers of expressions or signs of distress

$ increased or decreased frequency of distress occurrence

$ increased or decreased intensity of expressions or signs of distress

Review theclinical recordsincluding thelast Quarterly Assessment findingsand

transmittal records of newly admitted residents. Interview and observe the

resident. Consult with staff from al shifts, if possible, to clarify your

observations.

Code"0" if No Change, "1" if Improved, or "2" if Deteriorated as compared to
status of 90 days ago.
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4.

Examples of Changesin Mood

Mrs. Y has bipolar disease. Historically, she has responded well to lithium and her mood
state has been stable for almost ayear. About two months ago, she became extremely sad
and withdrawn, expressed the wish that she were dead, and stopped eating. She wastrans-
ferred to apsychiatric hospital for evaluation and treatment. Since her return to the nursing
home three weeks ago, her mood and appetite have improved while on a new lithium dose
and an additional antidepressant drug. Sheis back to her "old self" of 90 daysago. Code
" (0" for No change.

During the admission assessment period of 90 days ago, Mr. M was tearful and expressed
great sadness and anger over entering the nursing home. He had difficulties falling asleep
at night, was restless off and on during the night, and awvakened too early in the morning,
upset that he couldn't fall back to sleep. Sincethat time, Mr. M hasbeeninvolved in atwice
weekly support group, and has been enjoying socializing in activitieswith new friends. He
is currently sleeping through the night and feels well in the morning. Although he still
expresses sadness and anger over his need for nursing home care, it is less frequent and
intense. Code" 1" for Improved.

Mrs. D has along history of depression. Two months ago she had an adverse reaction to
a psychoactive drug. She expressed fears that she was going out of her mind and was
observed to be quite agitated. Her attention span diminished and she stopped attending
group activities because she was too restless. After the medication was discontinued,
intensity of feelings and behaviors diminished and she has less frequent episodes of
agitation. Mrs. D is better than she was, but she still has feelings of sadness. Mrs. D is
now better than her worst status two months ago, but she has not fully recovered to her
status of 90 daysago. Code " 2" for Deteriorated.

During the admission assessment 6 weeks ago, Mrs. Z was very agitated. She had multiple
daily complaints of vague aches and pains. She repetitively asked the nursesto "Call the
doctor, I'm sick". After no physical problems could beidentified, Mrs. Z was evaluated by
a psychiatrist who diagnosed a clinical depression and prescribed an antidepressant drug.
Its effect on Mrs. Z has been dramatic. During this Significant Change assessment, Mrs.
Z had many fewer complaints about her health and was more involved in unit activities.
Code" 1" for Improved.

Behavioral Symptoms

Intent:  Toidentify a.) thefrequency and b.) alterability of behavioral symptomsin thelast

seven days that cause distress to the resident, or are distressing or disruptive to
facility residents or staff members. Such behaviors include those that are
potentially harmful to the resident himself or herself or disruptive in the environ-
ment, even if staff and other residents appear to have adjusted to them (e.g., "Mrs.
R's calling out isn't much different than others on the unit. There are many noisy
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residents;” or "Mrs. L doesn't mean to hit me. She does it because she's
confused.")

Acknowledging and documenting the resident's behavioral symptom patternson
the MDS provides abasis for further evaluation, care planning, and delivery of
consistent, appropriate care towards ameliorating the behavioral symptoms.
Documentation in the clinical record of the resident's current status may not be
accurate or valid, and it is not intended to be the one and only source of
information. (SeeProcessbelow). However, oncethefrequency and alterability
of behavioral symptoms is accurately determined, subsequent documentation
should more accurately reflect theresident's status and responseto i nterventions.

Definition: Wandering C Locomotionwithnodiscernible, rational purpose. A wandering
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resident may be oblivious to his or her physical or safety needs. Wandering
behavior should be differentiated from purposeful movement (e.g., a hungry
person moving about the unit in search of food). Wandering may be
manifested by walking or by wheelchair.

Do not include pacing as wandering behavior. Pacing back and forth is not
considered wandering, and if it occurs, it should be documented in Item E1n,
"Repetitive physica movements'.

Verbally Abusive Behavioral Symptoms C Other residents or staff were
threatened, screamed at, or cursed at.

Physically Abusive Behavioral Symptoms C Other residents or staff were hit,
shoved, scratched, or sexually abused.

Socially Inappropriate/Disruptive Behavioral Symptoms C Includes
disruptive sounds, excessive noise, screams, self-abusive acts, or sexual behavior
or disrobing in public, smearing or throwing food or feces, hoarding, rummaging
through others' belongings.

Resists care C Resists taking medications/injections, ADL assistance or help
with eating. This category does not include instances where the resident has
made an informed choice not to follow a course of care (e.g., resident has
exercised hisor her right to refuse treatment, and reacts negatively as staff try to
reingtitute treatment).

Signs of resistance may be verbal and/or physical (e.g., verbally refusing care,
pushing caregiver away, scratching caregiver). These behaviors are not
necessarily positive or negative, but are intended to provide information about
the resident's responses to nursing interventions and to prompt further
investigation of causes for care planning purposes (e.g., fear of pain, fear of
falling, poor comprehension, anger, poor relationships, eagerness for greater
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Process:

Coding:
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participation in care decisions, past experience with medication errors and
unacceptable care, desire to modify care being provided).

Take an objective view of the resident's behavioral symptoms. The coding for
this item focuses on the resident's actions, not intent. It is often difficult to
determine the meaning behind a particular behavioral symptom. Therefore, itis
important to start the assessment by recording any behavioral symptoms. The
fact that staff have become used to the behavior and minimize the resident's
presumed intent ("He doesn't really mean to hurt anyone. He'sjust frightened.")
is not pertinent to this coding. Does the resident manifest the behaviora
symptom or not? Isthe resident combative during personal care and strike out
at staff or not?

Observe the resident. Observe how the resident responds to staff members
attemptsto deliver careto him or her. Consult with staff who provide direct care
on al three shifts. A symptomatic behavior can be present and the RN
Assessment Coordinator might not see it because it occurs during intimate care
on another shift. Therefore, it is especially important that input from all nurse
assistants having contact with the resident be solicited.

Also, be alert to the possibility that staff might not think to report a behavioral
symptom if it is part of the unit norm (e.g., staff are working with severely
cognitively and functionally impaired residents and are used to residents
wandering, noisiness, etc.). Focusstaff attention on what has been theindividual
resident's actual behavior over the last seven days. Finally, athough it may not
be complete, review the clinical record for documentation.

(A) Behavioral symptom frequency in last 7 days.

Record the frequency of behavioral symptoms manifested by the resident across
all three shifts.

Code" Q" if the described behavioral symptom was not exhibited in last seven
days.

For each type of behavior described on the MDS form, Code "0" if the resident
did not exhibit that type of symptom in the last seven days. Thiscode appliesto
residents who have never exhibited the behavioral symptom or those who have
previously exhibited the symptom but now no longer exhibit it, including those
whose behavioral symptomsarefully managed by psychotropic drugs, restraints,
or abehavior-management program. For example: A "wandering" resident who
did not wander in the last seven days because he was restricted to a geri-chair
would be coded "0" C Behaviora symptom not exhibited in last seven days. The
guestionable clinical practice of restricting wandering by placing apersonin a
geri-chair to restrict movement would then be evaluated using the Physical
Restraints RAP,
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Code " 1" if the described behavioral symptom occurred 1 to 3 days, in last 7
days.

Code " 2" if the described behavioral symptom occurred 4 to 6 days, but less
than dalily.

Code "3" if the described behavioral symptom occurred daily or more
frequently (i.e., multiple times each day).

(B) Behavioral symptom alterability in last 7 days.

Code " Q" if either the behavioral symptom was not present or the behavioral
symptom was easily altered with current interventions.

Code "1" if the described behavioral symptom occurred with a degree of
intensity that is not responsive to staff attempts to reduce the behaviora
symptom through limit setting, diversion, adapting unit routinesto the resident's
needs, environmental modification, activities programming, comfort measures,
appropriate drug treatment, etc. For example: A cognitively impaired resident
who hits staff during morning care and swears at staff with each physical contact
on multiple occasions per day, and the behavior is not easily atered, would be

coded "1".

Examples for Wandering

Ms. T has dementia and is severely impaired in making
decisions about daily life on her unit. Sheisdependent on
others to guide her through each day. When she is not
involved in some type of activity (leisure, dining, ADLS,
etc.) she wanders about the unit. Despite the repetitive,
daily nature of her wandering, this behavior is easily
channeled into other activitieswhen staff redirect Ms. T by
inviting her to activities. Ms. T is easily engaged and is
content to stay and participate in whatever is going on.

Mr. W has dementia and is severely impaired in making
daily decisions. Hewandersall around theresidential unit
throughout each day. Heis extremely hard of hearing and
refuses to wear his hearing aid. Heis easily frightened by
others and cannot stay still for activities programs.
Numerous attempts to redirect his wandering have been
met with Mr. W hitting and pushing staff. Over time, staff
have found him to be most content while he is wandering
within a structured setting.

(A)
Frequency

3

(B)
Alter ability

0
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5. Change in Behavioral Symptoms

Intent:

Definition:

Process:

To document whether the behavioral symptoms or resistance to care exhibited
by the resident remained stable, increased or decreased in frequency of
occurrence or alterability as compared to his or her status of 90 days ago (or
since last assessment if less than 90 days ago). Consider changesin any area,
including (but not limited to) wandering, symptoms of verbal or physical abuse
or aggressiveness, socially inappropriate behavior, or resistanceto care. If the
resident is a new admission to the facility, this item includes changes during
the period prior to admission.

Change in behavioral symptoms C refers to the status (new onset,
improvement, worsening) of any of the symptoms described in item E4
(Behavioral Symptoms). Such changes include:

$ increased or decreased number s of behavioral symptoms

$ increased or decreased frequency of behavioral symptoms occurrence

$ increased or decreased intensity of behavioral symptoms

$ increased or decreased alter ability of behavioral symptoms.

Review nursing notes and resident's records, including the last Quarterly
Assessment findings and transmittal records of newly admitted residents.
Observe theresident. Consult with direct care staff across al shifts, if possible,
and family to clarify your observations.

Coding: Code" 0" if no change has occurred in behavioral symptoms. This code should

a

s0 be used for the resident who has no behavioral symptoms currently or 90 days

ago.
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Code" 1" (Improved) if the behavioral symptoms became fewer, less frequent,
less intense, and were not complicated by the onset of additional behaviora
symptoms as compared to 90 days ago.

Code" 2" (Deteriorated) if the behavioral symptoms became more frequent or

more intense or were complicated by the onset of additional behaviora
symptoms as compared to 90 days ago.
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Examples of Change in Behavioral Symptoms

Despite staff effortsto provide support and structure over thelast 90 days, Mrs. H continues
to hoard food in her room every day. Staff understand the needs of thisformerly homeless
woman, but because they have found ants and cockroaches in her room, they feel a need
to reevaluate their approach to care. Code" 0" for No change since last assessment.

During the seven day assessment period, Mrs. D had adifficult time with bowel regularity.
She had a history of constipation that became worse during an episode of pneumonia and
poor fluid intake that resulted in dehydration. During thistime Mrs. D was more confused
and subdued. She was found on several occasions during the assessment period
disimpacting herself and smearing feces (Socially Inappropriate/Disruptive Behavior).
Upon examination Mrs. D was found to have afecal impaction. Shereceived treatment and
was placed on a bowel regimen. The program was successful in eliminating the socially
inappropriate behavioral symptoms that was induced by discomfort. However, once Mrs.
D started to feel better and was more alert, she resumed her former daily wandering (of 4
months ago), pushing others and rummaging through their dresser drawers. Code" 0" for
No change since last assessment.

Mrs. F has always been a quiet passive woman who has never exhibited any behavioral
symptoms since her admission to the nursing home. During this Significant Changel
assessment following Mrs. F's stroke, no problematic behavioral symptoms were noted.
Code" 0" for No change since last assessment.

(continued on next page)

Examples of Change in Behavioral Symptoms
(continued)

Mr. C wandersin and out of other residents rooms and rummages through their belongings
at least once a day and sometimes more often. Despite this behavior, during the last few
weeks, he has been easier to work with now that he is more familiar with staff. Although
wandering and rummaging continue, henolonger screams, curses, and shovesresidentsand
staff who try to stop this behavior as he did 90 days ago. Code " 1" for Improved.

Ninety daysago Mrs. R banged her caneloudly and repetitively on the dining/activity room
table about onceaweek. Inthe past week, staff have noticed that this socially inappropriate
behavioral symptom (disruptive sounds) now occurs multiple times daily. Code " 2" for
Deteriorated.

SECTION F.
PSYCHOSOCIAL WELL-BEING
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Intent:

To determine the resident's emotional adjustment to the nursing facility,
including his or her general attitude, adaptation to surroundings, and change
in relationship patterns.

1. Sense of Initiative/Involvement

Intent:

To assess the degree to which the resident is involved in the life of the nursing
home and takes initiative in participating in various social and recreational
programs, including solitary pursuits.

Definitions: At easeinteractingwith othersC Consider how the resident behavesduring the

time you are together, as well as reports of how the resident behaves with other
residents, staff, and visitors. A resident who tries to shield himself or herself
from being with others, spends most time alone, or becomes agitated when
visited, is not "at ease interacting with others."

At ease doing planned or structured activities C Consider how the resident

responds to organized social or recreational activities. A resident who feels comfortable
with the structure or not restricted by it is "at ease doing planned or structured activities."
A resident who is unable to sit still in organized group activities and either acts disruptive
or makes attempts to leave, or refuses to attend any such activities, is not "at ease doing
planned or structured activities."
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At ease doing self-initiated activities C Theseinclude leisure activities (e.g.,
reading, watching TV, talking with friends), and work activities (e.g., folding
personal laundry, organizing belongings). A resident who spends most of hisor
her time alone and unoccupied, or who is always looking for someone to find
something for him or her to do, is not "at ease doing self-initiated activities."

Establishes own goals C Consider statements the resident makes, such as "I

hope | am able to walk again,” or "l would like to get up early and visit the beauty
parlor.” Goals can be as traditional as wanting to learn how to walk again following a
hip replacement, or wanting to live to say goodbyeto aloved one. However, somegoals
may not actually be verbalized by the resident, but inferred in that the resident is
observed to have an individual way of living at the facility (e.g., organizing own
activities or setting own pace).

Pursues involvement in life of facility C In general, consider whether the
resident partakes of facility events, socializes with peers, and discusses activities
asif heor sheis part of things. A resident who conveys a sense of belonging to
the community represented by the nursing home or the particular nursing unitis
"involved in the life of the facility."

Acceptsinvitationsinto most group activities C A resident who iswilling to
try group activitieseven if later deciding the activity is not suitable and leaving,
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Process:

Coding:

or who does not regularly refuse to attend group programs, "accepts invitations
into most group activities."

Sel ected responses should be confirmed by objective observation of theresident's
behavior (either verbal or nonverbal) in avariety of settings (e.g., in own room,
inunit dining room, in activitiesroom) and situations (e.g., aone, in one-on-one
situations, in groups) over the past seven days. The primary source of
information is the resident. Talk with the resident and ask about his or her
perception (how he or she feels), how he or she likes to do things, and how he
or she responds to specific situations. Then talk with staff members who have
regular contact with the resident (e.g., nurse assistants, activities personnel,
social work staff, or therapists if the person receives active rehabilitation).
Remember, it ispossiblefor discrepanciesto exist between how the resident sees
himself or herself and how he or she actually behaves. Use your best clinical
judgment as abasis for planning care.

Check all that apply. None of the choices are to be construed as negative or
positive. Eachissimply a statement to be checked if it applies and not checked
if it does not apply. If you do not check any itemsin Section F1, check NONE
OF ABOVE. For individualized care-planning purposes, remember that
information conveyed by unchecked itemsis no lessimportant than information
conveyed by checked items.

2. Unsettled Relationships

Intent:

Definition:
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To indicate the quality and nature of the resident's interpersonal contacts (i.e.,
how the resident interacts with staff members, family, and other residents).

Covert/open conflict with or repeated criticism of staff C The resident
chronically complains about some staff members to other staff members,
verbally criticizes staff members in therapeutic group situations causing
disruption within the group, or constantly disagrees with routines of daily life
ontheunit. Checking thisitem does not require any assumption about why the
problem exists or how it might be remedied.

Unhappy with roommate C This category a so includes "bathroom mate" for
residents who share a private bathroom. Unhappiness may be manifested by
frequent requests for roommate changes, or grumbling about "bathroom mate"
spending too long in the bathroom, or complaints about roommate rummaging
in one's belongings, or complaints about physical, mental, or behaviora status
of roommate. Other examples of roommate compatibility issues include early
bedtime vs. staying up and watching TV, neat vs. sloppy maintenance of
personal area, roommate spending too much time on the telephone, or snoring,
or odors from incontinence or poor hygiene.
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Unhappy with residents other than roommate C May be manifested by
chronic complaintsabout the behaviorsof others, poor quality of interactionwith
other residents, or lack of peers for sociadization. This definition refers to
conflict or disagreement outside of the range of normal criticisms or requests
(i.e., repetitive, ongoing complaints beyond areasonable level).

Openly expresses conflict/anger with family/friends C Includes expressions
of feelings of abandonment, ungratefulness on part of family, lack of
understanding by close friends, or hostility regarding relationships with family
or friends.

Absence of personal contact with family/friends C Absence of visitors or
telephone calls from othersin the last seven days.

Recent loss of close family member/friend C Includes relocation of family
member/friend to a more distant location, even temporarily (e.g., for the winter
months), incapacitation or death of a significant other, or a significant
relationship that recently ceased (e.g., a favorite nurse assistant transferred to
work on another unit).

Does not adjust easily to change in routines C Signs of anger, prolonged
confusion, or agitation when changesin usual routines occur (e.g., staff turnover
or reassignment; new treatment or medication routines; changes in activity or
meal programs; new roommeate).

For the past 6 months Mrs. A has been receiving 2 white pills, 1 blue pill, 1 yellow pill
and 2 puffs of medication from an orange hand-held aerosol inhaer. The drug company
that makestheinhaler recently changed its packaging. When Mrs. G isgiven the new blue
inhaler to use and is told that it is the same drug with a different color holder, she
becomes very agitated and upset. It takes alot of patience and reassurance by the nurse
before Mrs. G usesthe new inhaler. This happened for several days during the past week.

Example

Process:
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Ask the resident for his or her point of view. Ishe or she generally content in
relationships with staff and family, or are there feelings of unhappiness? If the
resident is unhappy, what specifically is he or she unhappy about?

It is aso important to talk with family members who visit or have frequent
telephone contact with the resident. How have relationships with the resident
been in the last seven days?

During routine nursing care activities, observe how the resident interacts with
staff members and other residents. Do you see signs of conflict? Talk with
direct-care staff (e.g., nurse assistants, dietary aides who assist in the dining
room, social work staff, or activities aides) and ask for their observations of
behavior that indicateeither conflicted or harmoniousinterpersonal rel ationships.
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Consider the possibility that some staff members describing these relationships
may be biased. As the evaluator, you are seeking to gain an overall picture, a
CoNsensus view.

Coding:  Check all that apply over the last seven days. If none apply, check NONE OF
ABOVE.

3. Past Roles

Intent:  To document the resident's recognition or acceptance of feelings regarding
previous roles or status now that he or she is living in a nursing home.

Definition: Strong identification with past rolesand life status C This may be indicated,
for example, when the resident enjoys telling stories about his or her past, or
takes pridein past accomplishments or family life, or continues to be connected
with prior lifestyle (e.g., celebrating family events, carrying on life-long
traditions).

Expresses sadness/anger/empty feeling over lost roles/status C Resident
expresses feelings such as "I'm not the man | used to be" or "I wish | had been a
better mother to my children™ or "It's no use, I'm not capable of doing things| like
to do anymore." Resident cries when reminiscing about past failures,
accomplishments, memories.

Resident perceives that daily routine (customary routine, activities) isvery
different from prior pattern in the community C In general, the resident's
pattern of routinesis perceived by the resident not to be comparable with hisor her
previous lifestyle.

Examples

In the nursing home, resident takes a shower 2 mornings aweek vs. taking adaily tub bath
before going to bed as she did at home.

The resident now retires at 7 pm whereas at home he stayed up to watch the 11 pm news.
In the community Mrs. L enjoyed multiple daily telephone conversations with her 5

daughters. In the nursing home there is only one public telephone that seems to be in
constant use by residentsand staff. Mrs. L now speakswith each daughter only once aweek.

Process: Initiate aconversation with theresident about life prior to nursing home admission.
It is often helpful to use environmental cues to prompt discussions (e.g., family
photos, grandchildren’s letters or art work). This information may emerge from
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discussions around other MDStopics (e.g., Customary Routine, Activity Pursuits,
ADLS). Direct care staff and family visitors may aso have useful insights.

Coding: Check item if it applies over the last seven days. If none apply, Check NONE OF
ABOVE.
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SECTION G. PHYSICAL FUNCTIONING
AND STRUCTURAL PROBLEMS

Most nursing home residents are at risk of physical decline. Most residents also have multiple
chronic illnesses and are subject to a variety of other factors that can severely impact self-
sufficiency. For example, cognitive deficits can limit ability or willingnessto initiate or participate
in self-care or constrict understanding of the tasks required to complete ADLs. A wide range of
physical and neurological illnesses can adversely affect physical factorsimportant to self-care such
as stamina, muscle tone, balance, and bone strength. Side effects of medications and other
treatments can aso contribute to needless loss of self-sufficiency.

Due to these many, possibly adverse influences, a resident's potential for maximum functionality
is often greatly underestimated by family, staff, and the resident himself or herself. Thus, all
residents are candidates for nursing-based rehabilitative care that focuses on maintaining and
expanding self-involvement in ADLSs. Individualized plans of care can be successfully devel oped
only when the resident's self-performance has been accurately assessed and the amount and type of
support being provided to the resident by others has been evaluated.

1. (A) Activities of Daily Living (ADL) Self-Performance

Intent: To record the resident's self-care performance in activities of daily living (i.e.,
what the resident actually did for himself or herself and/or how much verbal or
physical help was required by staff members) during the last seven days.

Definition. ADL SELF-PERFORMANCE C Measures what the resident actually did
(not what he or she might be capable of doing) within each ADL category over
the last seven days according to a performance-based scale.

Bed Mobility C How theresident movesto and from alying position, turnsside
to side, and positions body while in bed.

Transfer C How the resident moves between surfaces C i.e., to/from bed, chair,
wheelchair, standing position. Exclude from this definition movement to/from
bath or toilet, which is covered under Toilet Use and Bathing.

Walk in room C How resident walks between locations in his’her room.
Walk in corridor C How resident walks in corridor on unit.

L ocomotion on unit C How the resident moves between locationsin his or her

room and adjacent corridor on the same floor. If the resident isin awheelchair,
locomotion is defined as self-sufficiency once in the chair.
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Process:
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L ocomotion off unit C How the resident moves to and returns from off unit
locations (e.g., areas set aside for dining, activities, or treatments). If thefacility
has only one floor, locomotion off the unit is defined as how the resident moves
to and from distant areas on the floor. If in wheelchair, self-sufficiency oncein
chair.

Dressing C How the resident puts on, fastens, and takes off all items of street
clothing, including donning/removing a prosthesis.

Eating C How the resident eats and drinks, regardless of skill. Includesintake
of nourishment by other means (e.g., tube feeding, total parenteral nutrition).

Toilet Use C How theresident usesthetoilet room, commode, bedpan, or urinal,
transfers on/off toilet, cleanses, changes pad, manages ostomy or catheter, and
adjusts clothes.

Personal Hygiene C How the resident maintains personal hygiene, including
combing hair, brushing teeth, showering, applying makeup, and washing/drying
face, hands, and perineum. Exclude from this definition personal hygiene in
baths and showers, which is covered under Bathing.

Bathing C How the resident takes a full-body bath/shower, sponge bath, and
transfersin/out of tub/shower. Exclude washing of back and hair.

In order to be able to promote the highest level of functioning among residents,
clinical staff must first identify what the resident actually does for himself or
herself, noting when assistance is received and clarifying the types of assistance
provided (verbal cueing, physical support, etc.)

A resident's ADL self-performance may vary from day to day, shift to shift, or
within shifts. There are many possible reasons for these variations, including
mood, medical condition, relationshipissues(e.g., willing to perform for anurse
assistant he or she likes), and medications. The responsibility of the person
completing the assessment, therefore, is to capture the total picture of the
resident's ADL self-performance over the seven day period, 24 hours aday C
i.e., not only how the evaluating clinician sees the resident, but how the resident
performs on other shifts as well.

In order to accomplish this, it is necessary to gather information from multiple
sources C i.e., interviews/discussion with the resident and direct care staff on all
three shifts, including weekends and review of documentation used to
communicate with staff across shifts. Ask questions pertaining to all aspects of
the ADL activity definitions. For example, when discussing Bed Mobility with
anurse assistant, be sure to inquire specifically how the resident moves to and
from a lying position, how the resident turns from side to side, and how the
resident positions himself or herself while in bed. A resident can be
independent in one aspect of Bed Mobility yet require extensive assistance in
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another aspect. Since accurate coding is important as a basis for making
decisions on the type and amount of careto be provided, be sureto consider each
activity definition fully.

The wording used in each coding option is intended to reflect real-world
gituations in nursing homes, where dlight variations are common. Where
variations occur, the coding ensures that the resident is not assigned to an
excessively independent or dependent category. For example, by definition,
codes 0, 1, 2, and 3 (Independent, Supervision, Limited Assistance, and
Extensive Assistance) permit one or two exceptions for the provision of heavier
care. Thisisclinicaly useful and increases the likelihood that staff will code
ADL Self-Performance items consistently and accurately.

Because this section involves a two-part evaluation (Item G1A. ADL Self-
Performance and Item G1B, ADL Support), each using its own scale, it is
recommended that you complete the Self-Performance evaluation for all ADL
Self-Performance activities before beginning the ADL Support evaluation.

To evaluate a resident's ADL Self-Performance, begin by reviewing the
documentation in the clinical record. Talk with clinical staff from each shift to
ascertain what the resident does for himself or herself in each ADL activity as
well as the type and level of staff assistance being provided. As previously
noted, be aert to differences in resident performance from shift to shift, and
apply the ADL codesthat capturethese differences. For example, aresident may
be independent in Toilet Use during daylight hours but receive non-weight
bearing physical assistance every evening. In this case, the resident would be
coded as"2" (Limited Assistance) in Toilet Use.

The following chart provides general guidelines for recording accurate ADL
Self-Performance and ADL Support assessments.
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$ Thescaesinltems G1A and G1B are used to record the resident's actual level of
involvement in self-care and the type and amount of support actually received
during the last seven days.

$ Do not record your assessment of the resident's capacity for involvement in self-
care C i.e., what you believe the resident might be able to do for himself or herself
based on demonstrated skills or physical attributes. An assessment of potential
capability is covered in Item G8 ("ADL Functional Rehabilitation Potentia").

$ Do not record the type and level of assistance that the resident "should" be
receiving according to the written plan of care. The type and level of assistance
actually provided may be quite different from what is indicated in the plan.
Record what is actually happening.

$  Engage direct care staff from all shifts who have cared for the resident over the
last seven days in discussions regarding the resident's ADL functional
performance. Remind staff that the focusison thelast seven daysonly. To clarify
your own understanding and observations about each ADL activity (bed mobility,
locomotion, transfer, etc.), ask probing questions, beginning with the general and
proceeding to the more specific.

Guidelinesfor Assessing ADL Self-Performance and ADL Support

Hereisatypical conversation between the RN Assessment Coordinator and anurse assistant
regarding aresident's Bed Mobility assessment:

R.N.

N.A.
R.N.

N.A.

R.N.

N.A.

R.N.

N.A.
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"Describe to me how Mrs. L positions herself in bed. By that | mean, once sheisin
bed, how does she move from sitting up to lying down, lying down to sitting up,
turning side to side, and positioning herself?

"She can lay down and sit up by herself, but | help her turn on her side.”

"She lays down and sits up without any verbal instructions or physical help?’

"No, | have to remind her to use her trapeze every time. But once | tell her how to do
things, she can do it herself."

"How do you help her turn side to side?"

"She can help turn herself by grabbing onto her siderail. | tell her what to do. But she
needs me to lift her bottom and guide her legs into a good position."

"Do you lift her by yourself or does someone help you?'

"I do it by myself."
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R.N. "How many days during the last week did you give this type of help?

N.A. "Every day."

Coding:

October, 1995

Provided that ADL function in Bed Mobility was similar on all shifts, Mrs. L
wouldreceivean ADL Self-Performance Codeof "3" (Extensive Assistance) and
an ADL Support Provided Code of "2" (one person physical assist).

Now review the first two exchanges in the conversation between the RN
Assessment Coordinator and nurse assistant. If the RN did not probe further, he
or she would not have received enough information to make an accurate
assessment of either the resident's skills or the nurse assistant's actual workload,
or whether the current plan of care was being implemented.

For each ADL category, code the appropriate response for the resident's actual
performance during the past seven days. Enter the code in column (A), labeled
"SELF-PERF" Consider the resident's performance during al shifts, as
functionality may vary. In the pages that follow two types of supplemental
instructional material are presented to assist you in learning how to use this code:
a schematic flow chart for scoring ADL Self Performance and a series of case
examples for each ADL.

In your evaluations, you will also need to consider the type of assistance known
as "set-up help” (e.g., comb, brush, toothbrush, toothpaste have been laid out at
the bathroom sink by the nurse assistant). Set-up help is recorded under ADL
Support Provided (Item G1B). But in evaluating the resident's ADL Self-
Performance, include set-up help within the context of the "0" (Independent)
code. For example: If aresident groomsindependently once groomingitemsare
set up for him, code "0" (Independent) in Personal Hygiene.

0. Independent C No help or staff oversight -OR- Staff help/oversight
provided only one or two times during the last seven days.

1. Supervision C Oversight, encouragement, or cueing provided three or more
times during last seven days -OR- Supervision (3 or more times) plus
physical assistance provided only one or two times during last seven days.

2. Limited Assistance C Resident highly involved in activity, received
physical help in guided maneuvering of limbs or other nonweight-bearing
assistance on three or more occasions -OR- limited assistance (3 or more
times) plus more help provided only one or two times during last seven days.
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3. Extensive Assistance C While the resident performed part of activity over
last seven days, help of following type(s) was provided three or more times:

C Weight-bearing support provided three or more times
C Full staff performance of activity (3 or more times) during part (but
not al) of last seven days

4. Total Dependence C Full staff performance of the activity during entire
seven-day period. Complete non-participation by the resident in all aspects
of the ADL definition.

For example: For aresident to be coded as totally dependent in Eating, he
or she would be fed all food and liquids at all meals and snacks (including
tube feeding delivered totally by staff), and never initiate any subtask of
eating (e.g., picking up finger foods, giving self tube feeding or assisting
with procedure) at any meal.

8. Activity did not occur during the entire 7-day period C Over the last
seven days, the ADL activity was not performed by the resident or staff. In
other words, the particular activity did not occur at all.

For example: The definition of Dressing specifies the wearing of street
clothes. During the seven day period, if the resident did not wear street
clothing, acode of "8" would apply (i.e., the activity did not occur during the
entire seven day period). Likewise, aresident who was restricted to bed for
the entire seven day period and was never transferred from bed would
receive a code of "8" for Transfer.

However, do not confuse a resident who is totally dependent in an ADL
activity (code 4 C Total Dependence) with the activity itself not occurring.
For example: Even aresident who receives tube feedings and no food or
fluids by mouth is engaged in eating (receiving nourishment), and must be
evaluated under the Eating category for his or her level of assistance in the
process. A resident who is highly involved in giving himself atube feeding
is not totally dependent and should not be coded as "4".

Each of these ADL Self-Performance codes is exclusive; thereis no overlap
between categories. Changing from one self-performance category to
another demands an increase or decrease in the number of timesthat help is
provided. Thus, to move from Independent to Supervision to Limited
Assistance, non weight-bearing supervision or physical assistance must
increase from one or two times up to three or more times during the last
seven days.

Therewill betimeswhen no onetypeor level of assistanceisprovided to the
resident 3 or more times during a 7-day period. However, the sum total of
support of various types will be provided 3 or more times. In this case, code
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for theleast dependent self-performance category wheretheresident received
that level or more dependent support 3 or more times during the 7-day
period.

Examples

The resident received supervision for walking in the corridor on two occasions and non
weight-bearing assistance on two occasions. Code " 1" for Supervision in Walking in
Corridor. Rationale: Supervision isthe least dependent category.

The resident received supervision in dressing on one occasion, non weight-bearing
assistance (IE, putting a hat on resident's head) on two occasions, and weight-bearing
assistance (IE, lifting resident's arm into a sleeve) on one occasion during the last 7 days.
Code " 2" for Limited Assistance in Dressing. Rationale: There were 3 episodes of
physical assistanceinthelast 7 days. 2 non-weight-bearing episodes, and 1 weight-bearing
episode. Limited Assistance is the correct code because it reflects the least dependent
support category that encompasses 3 or more activities that were at least at that level of
support.
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SCORING ADL SELF PERFORMANCE
START

Frequency of -
0 Does on own OR Help Activity never performed

<

INDEPENDENT Aided 1or2timesonly (2

» ACITIVITY DID
NOT OCCUR

or
Supervision

By resident or other

Weight Bearing Full Staff 4
Assistance or Full TOTAL
Staff Performance Performance DEPENDENCE
Every time Over 7
Day Period
30”’70/
Non-Weight (37
9 Umeg

Bearing Physical
Assistance

2
LIMITED
ASSISTANCE

Supervision
(oversight, cuing)

a. Caninclude one or two events where received supervision, non-weight bearing help, or weight bearing help.

b. Can include one or two episodes of weight bearing help--e.g., two events with non-weight bearing plus two of
weight bearing would be coded as a "2".

¢. Caninclude one or two episodes where physical help received--e.g., two episodes of supervision, one of weight
bearing, and one of non-weight bearing would be coded as a "1".
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1. (B) ADL Support Provided

Intent: To record the type and highest level of support the resident received in each
ADL activity over the last seven days.

Definition.  ADL Support Provided C Measuresthe highest level of support provided by
staff over the last seven days, even if that level of support only occurred once.
This is a different scale, and is entirely separate from the ADL Self-
Performance assessment.

Set-up help C The type of help characterized by providing the resident with
articles, devices or preparation necessary for greater resident self-performance
in an activity. This can include giving or holding out an item that the resident
takes from the caregiver.

Examples of Setup Help
$  For bed mobility C handing the resident the bar on a trapeze.

$ For transfer C giving the resident a transfer board or locking the wheels on a
wheelchair for safe transfer.

$  For locomotion:
Walking C handing the resident a walker or cane.

Wheeling C unlocking the brakes on the wheelchair or adjusting foot pedals to
facilitate foot motion while wheeling.

$  For dressing C retrieving clothes from closet and laying out on the resident's bed,
handing the resident a shirt.

$ For eating C cutting meat and opening containers at meals; giving one food
category at atime.

$  For toilet use C handing the resident a bedpan or placing articles necessary for
changing ostomy appliance within reach.

$  For personal hygiene C providing awash basin and grooming articles.

$ For bathing C placing bathing articles at tub side within the resident's reach;
handing the resident a towel upon completion of bath.

Process. For each ADL category, code the maximum amount of support the resident
received over the last seven days irrespective of frequency, and enter in the

October, 1995 Page 3-81



CH 3: MDS Items [G] HCFA's RAIl Version 2.0 Manual

Coding:
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"SUPPORT" column. Be sure your evaluation considers all nursing shifts, 24
hours per day, including weekends. Code independently of the resident's Self-
Performance evaluation. For example, aresident could have been Independent
in ADL Self-Performance in Transfer but received a one-person physical assist
one or two times during the seven-day period. Therefore, the ADL Self-
Performance Coding for Transfer would be "0" (Independent), and the ADL
Support coding "2" (One person physical assist).

Note: The highest code of physical assistance in this category (other than the "8"
code) isacode of "3" not "4" asin Self-Performance.

0. No setup or physical help from staff

1. Setup help only C The resident is provided with materials or devices
necessary to perform the activity of daily living independently.

2. One person physical assist
3. Two+t persons physical assist

8. ADL activity itself did not occur during theentire7-daysC Whenan"8"
codeisentered for an ADL Support Provided category, enter an "8" code for
ADL Self-Performance in the same category.

For example, if aresident never left the unit during the assessment period, code
"8" for locomotion off unit. The activity did not occur, there was no help
provided.

The examples that follow clarify coding for both Self-Performance and
Support. The answers appear to theright of the resident descriptions. Cover
the answers, read and scorethe example, and then compare your answerswith
those provided.

October, 1995



HCFA's RAI Version 2.0 Manual CH 3: MDS Items [G]

Examples. ADL Self-Performance and Support

Self-Perf.

Support

Bed Mobility

Resident was physically able to reposition self in bed but had a tendency to
favor and remain on his left side. He received frequent reminders and
monitoring to reposition self while in bed.

Resident received supervision and verbal cueing for using a trapeze for all
bed mobility. On two occasions when arms were fatigued, he received
heavier physical assistance of two persons.

Resident usually repositioned himself in bed. However, because he sleeps
with the head of the bed raised 30 degrees, he occasionaly slides down
towards the foot of the bed. On 3 occasions the night nurse assistant helped
him to reposition by providing weight-bearing support as he bent his knees
and pushed up off the footboard.

To turn over, the resident aways began by reaching for a side rail for
support. Hereceived physical assistance of one person to guide hislegsinto
position and complete the turn by guiding him with a turn sheet (using
weight-bearing assistance).

Resident independently turned on hisleft side whenever he wanted. Because
of left-sided weakness he received physical weight bearing help of 1-2
persons to turn to hisright side or sit up in bed.

Because of severe, painful joint deformities, resident was totally dependent
on two persons for all bed mobility. Although unable to contribute
physically to positioning process, she was able to cue staff for the position
she wanted to assume and at what point she felt comfortable.
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Examples. ADL Self-Performance and Support

Transfer

Despite bilateral above-the-knee amputations, resident almost always moved
independently from bed to wheelchair (and back to bed) using a transfer
board he retrievesindependently from his bedside table. On oneoccasionin
the past week, staff had to remind resident to retrieve the transfer board. On
one other occasion, the resident was lifted by a staff member from the
wheelchair back into bed.

Resident was physically independent for all transfers. However, he would
not get up in the morning until the nurse assistant rearranged his bed covers
and released the half side rail on his bed.

Once someone correctly positioned the wheelchair in place and locked the
wheels, the resident transferred independently to and from the bed.

Resident moved independently in and out of armchairs but always received
light physical guidance of one person to get in and out of bed safely.

Transferring ability varied throughout each day. Resident received no
assistance at some times and heavy weight-bearing assistance of one person
at other times.

Self-Perf. | Support
0 2
0 1
0 1
2 2
3 2
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Examples. ADL Self-Performance and Support

Self-Perf.

Support

Walk in room
Resident walked in his’/her room while holding on to furniture for support.

Resident walked independently during the day and received non-weight
bearing physical help of 1 person for getting to the bathroom in room at
night.

Resident received non-weight bearing physical assistance of one person for
al walking in own room.

Resident did not walk but wheeled self independently in own room.
Walk in corridor

A timid, fearful resident is usually physically independent in walking.
During the last week she was very anxious and fearful of falling, and
therefore received reassurance and encouragement from someone walking
next to her while walking back to her room from meals in the unit dining
room.

A resident with memory loss ambulated independently on the unit corridor
albeit with awalker. Several timesaday sheleft her walker in the bathroom,
in the dining room, etc., necessitating that someone return it to her and offer
her reminders to use it for safety.

Resident walked in corridor on unit by supporting self on one side with the
handrail along the wall and receiving verbal cues from another person.

Resident walked twice daily 4-6 feet in the corridor outside hisroom. He
received weight bearing assistance of 1 person for each walk.

Resident walked in room for short distances with heavy assistance of 2
persons but traveled independently in corridor on unit by wheelchair.
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Examples: ADL Self-Performance and Support Self-Perf. | Support

Locomotion on unit

Resident ambulated slowly on unit pushing a wheelchair for support, 0 0
stopping to rest every 15B20 feet. She has good safety awareness and has
never fallen. Staff felt she was reliable enough to be on her own.

A resident with a history of falling and an unsteady gait always received 2 2
physical guidance (non-weight-bearing) of one person for all ambulation.
Two nightslast week the resident was found in his bathroom after getting out
of bed and walking independently.

Resident ambulated independently around the unit "ad lib," socializing with 2 2
others and attending activities during the day. Loves dancing and yoga.
Because she can become afraid at night, she received contact guard of one
person to walk her to the bathroom at least twice every night.

During last week resident was learning to walk short distances with new leg 3 3
prosthesis with heavy partial weight-bearing assistance of two persons. He
refuses to ride in awheelchair.

Locomotion off unit

Resident independently walked with a caneto al mealsin the Main Dining 0 0
Room (off the unit) and social and recreational activitiesin the nearby hobby
shop. Received no set-up or physical help during the assessment period.

Resident walked independently to the off unit dining room for all meals. For
one visit to aclinic held at the opposite end of the building she was given a 0 2
ridein awheelchair by avolunteer. She was wheeled to the clinic and after
her session she was wheeled back to her unit.

Resident is independent in walking about her residential unit. She does get
lost and has difficulty finding her room but enjoys stopping to chat with 1 0
others. Because she would get lost, she was always accompanied by a staff
member for her daily walks around the facility.

Resident did not leave the residential unit during the 7-day assessment
period. 8 8
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Examples. ADL Self-Performance and Support

Self-Perf.

Support

Dressing

Resident usually dressed self. After aseizure, shereceived total help from several
staff members once during the week.

Resident is totally independent in dressing herself except for donning and
removing TED stockings. Nurse assistant applied the TED stockings each AM
and removed them at bedtime.

Nurse assistant provided physical weight-bearing help with dressing every
morning. Later each day, as resident felt better (joints were more flexible), she
required staff assistance only to undo buttons and guide her armsin/out of sleeves
every pm.

A 325 |b. resident received total care by two personsindressing. Hedid not parti-
cipate by putting arms through sleeves, lifting legs into shoes, etc.

Eating

Resident arose daily after 9:00 am, preferring to skip breakfast and just munch on
fresh fruit later in the morning. She ate lunch and dinner independently in the
facility's main dining room.

Resident on long standing tube feedings via gastrostomy tube was completely
independent in self-administration including self-medication viathe tube once set
up by staff.

Resident with a history of dysphagiaand choking, ate independently aslong as a
staff member sat with him during every meal (stand-by assistance if necessary).

Resident is blind and confused. He ate independently once staff oriented him to
types and whereabouts of food on his tray and instructed him to eat.

Cognitively impaired resident ate independently when given one food item at a
time and monitored to assure adequate intake of each item.

Resident fed self solid foods independently at all meals and snacks. Self-
administered all fluids and medications via G-tube with supervision once set up

appropriately.

Resident with difficulty initiating activity always ate independently after someone
guided her hand with the first few bites and then offered encouragement to
continue.
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Examples: ADL Self-Performance and Support Self-Perf. | Support

Eating continued

Resident with fine motor tremorsfed self finger foods (e.g., sandwiches, raw 3 2
vegetables and fruit slices, crackers) but always received supervision and
total physical assistance with liquids and foods requiring utensils.

Resident fed self with staff monitoring at breakfast and lunch but tired later 3 2
in day. She was fed totally by nursing assistant at supper meal.

Resident who was being weaned from gastrostomy tube feedings continued 3 2
torecelvetota carefor twicedaily tubefeedings. Additionally, she ate small
amounts of food by mouth with staff supervision.

Resident received tube feedings via ajejunostomy for all nutritional intake. 4 2
Feedings were given by a nurse.

Toileting Use

Resident used bathroom independently once up in awheel chair; used bedpan 0 1

independently at night after it was set up on bedside table.

In the toilet room resident is independent. As a safety measure, the nurse 1 0
assistant stays just outside the door, checking with her periodically.

Resident uses the toilet independently but occasionally required minor 0 2
physical assistance for hygiene and straightening clothes afterwards. She
received such help twice during the last week.

When awake, resident was toileted every two hours with minor assistance of 3 2
one person for all toileting activities (e.g., contact guard for transfersto/from
toilet, drying hands, zipping/buttoning pants). She required total care of one
person several times each night after incontinence episodes.

Resident received heavy assistance of two persons to transfer on/off toilet. 3 3
He was able to bear weight partially, and required only standby assistance
with hygiene (e.g., being handed toilet tissue or incontinence pads).

Obese, severely physically and cognitively impaired resident receivesahoyer 4 3
lift for al transfersto and from her bed. It isimpossibleto toilet her and she
isincontinent. Complete personal hygieneis provided at least every 2 hours
by 2 persons.
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Examples. ADL Self-Performance and Support

Self-Perf.

Support

Personal Hygiene

New resident, in nursing home adjustment phase, liked to sleep in his clothes
in case of fire. Heremained in the same clothes for 2B3 days at atime. He
cleaned his hands and face independently and would not let others help with
any personal hygiene activities.

Oncegrooming articleswerelaid out and arranged by staff, resident regularly
performed the tasks of persona hygiene by receiving verbal directions from
one person throughout each task.

Resident carried out persona hygiene but was not motivated. She received
daily cueing and positive feedback from nursing staff to keep self clean and
neat. Once started, she could be left alone to compl ete tasks successfully.

Resident shaves self with an electric razor, washes his face and hands,
brushes his teeth, and combs his hair. Because he is losing his sight, staff
stand-by to hand grooming articlesto the resident and return articlesto their
proper location.

Resident performed all tasks of personal hygiene except shaving. The
facility barber visited him on the unit three times a week to shave his thick
beard.

Resident required total daily help combing her long hair and arranging it in
abun. Otherwise she was independent in personal hygiene.

2. Bathing

Bathing isthe only ADL activity for which the ADL Self-Performance codesinitem G1A do
not apply. A unique set of Self-Performance codes, to be used only in the Bathing assessment,
are described below. The Self-Performance codes for the other ADL items would not be
applicable for bathing given the normal frequency with which the bathing activity is carried
out during a one-week period. Assuming that the average frequency of bathing during a
seven-day period would be one or two baths, the coding for the other ADL Self- Performance
items, which permits one or two exceptions of heavier care, would result in the inaccurate
classification of almost all residents as "Independent” for Bathing.

The ADL Support Provided codes given in item G1B, however, continue to apply to the
Bathing activity.

Intent: To record the resident's Self-Performance and Support provided in bathing,
including how the resident transfers into and out of the tub or shower.
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Definition.  Bathing C How the resident takes a full body bath, shower, or sponge bath,
including transfers in and out of the tub or shower. The definition does not,

however, include the washing of back or hair.

Coding: A. Bathing Self-Performance Codes -- Record the resident's sel f-performance
in bathing according to the codes listed below. When coding, apply the code
number that reflects the maximum amount of assistance the resident received

during bathing episodes.

Independent C No help provided
Supervision C Oversight help only.
Physical help limited to transfer only
Physical help in part of bathing activity
Total dependence

©oprWNEO

Activity itself did not occur during entire 7 days

B. Support -- Next, score the maximum amount of support provided in bathing

activities using the ADL Support Scale (Item G1B).

Examples. ADL Self-Performance and Support

Bathing

Resident received verbal cueing and encouragement to take twice-weekly
showers. Once staff walked resident to bathroom, he bathed himself with
periodic oversight.

On Monday, one staff member hel ped transfer resident to tub and washed his
legs. On Thursday, resident had physical help of one person to get into tub
but washed himself completely.

Resident afraid of hoyer lift. Given full sponge or bed bath by nurse assistant
twice weekly. Actively involved in this activity.

For one bath, resident received light guidance of one person to position self
in bathtub. However, due to her fluctuating moods, she received total help
for her other bath. Rationale: The coding directionsfor bathing state, “code
for most dependent in self performance and support.”

Self-Perf. | Support
1 0
3 2
3 2
4 2
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3. Test for Balance

Residents with impaired balance in standing and sitting are at greater risk of falling. Itis
important to assessan individual's balance abilities so that interventions can beimplemented
to prevent injuries (e.g., strength training exercises, safety awareness; restorative nursing;
nursing-based rehabilitation).

Intent: To record the resident's capacity of a.) balance while standing (not walking)
without an assistive device or assistance of a person, and b.) balance while
sitting without using the back or arms of the chair for support.

Process a. Balance While Standing

Preparation:

$ Obtain awatch with a second hand to time the test.

$ Pick atimeto test the resident when he or sheislikely to be at his or her
best. If the resident refuses, negotiate a better time and try again later.

$ Place achair directly behind the resident in case the resident needs to sit
down.

$ Stand close to the resident while testing balance in order to catch or
balance the resident, if necessary.

$ |If theresident is heavy or tall or seems frail, ask another staff person to
stand by with you in case the resident needs assistance.

$ Test balance without assistive devices (but with prostheses, if used). For

residents who use walkers, make sure the walker is placed directly in front
of the resident within easy reach in caseit is needed for rebalancing.

Conducting the tests:

$

October, 1995

DO each of the following tests (10 seconds each) on residentswho are able
to stand without physical help.

DO NOT attempt to test residents who cannot stand by themselves. Code
theseresidents as "3", Not able to attempt test without physical help.

For persons with visual impairment who may not be able to see your
demonstrations of feet placement, provide rich verbal descriptions.

Position1 C
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"I would like you to stand with your feet together, side-by-side, like this (demonstrate as
‘ illustrated). [Note, inthisand all tests, both feet should be firmly on the floor
for support.]
| B
"Do not move your feet until | say stop. Ready, OK, begin." If the
resident isABLE to maintain this position for 10 seconds, proceed to test
resident in Position 2. If theresident isNOT ABLE to maintain this
position for 10 seconds, stop testing here. Do not proceed with
Position 2 for balance testing.

Position 2 C

"Now | would like you to stand with one foot halfway in front of the other like this'
.(demonstrate asillustrated).

v
v "You may use either foot, whichever is more
comfortable for you. Ready, OK, begin." If the
resident is ABLE to maintain this position for 10
seconds, proceed to test resident in Position 3. |f

the resident is NOT ABLE to do this, stop
testing here.

Position 3 C
"Now | would like you to stand with the heel of one foot in front of
you touching the toes of the other foot like this (demonstrate as
illustrated). You may use either foot, whichever is more comfortable
for you. Ready, OK, begin."

Coding: 0. Maintained position asrequired in test C Resident was able to maintain all
3 standing positions for 10 seconds without moving feet out of position.

1. Unsteady, but abletorebalanceself without physical support C Resident
was unable to maintain one or more standing positions for 10 seconds each
without moving feet out of position. Resident was unsteady but was able to
rebalance self without physical support from others or from an assistive
devicein at least the first position.

2. Partial physical support during test, or stands but does not follow
directions for test C While the resident performed part of the activity,
resident was unable to maintain one or more standing positions without
physical support from other(s) or from an assistive device. This category
also includes residents who can stand but are unable or refuse to follow your
directionsto perform atest of balance.

3. Not ableto attempt test without physical help C Resident is not able to
stand without physical help from another person or an assistive device.
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Examples of Balance Testing

Mrs. R usually walks with a walker. After completing the test preparation steps for safety, which
include placing Mrs. R'swalker directly in front of her in case she needsit during the test, you briefly
explain to Mrs. R what you are going to ask her to do. You also demonstrate the actions. Once Mrs.
R is standing, start to test her in Position 1 by giving her the brief directions and your demonstration
of the position. You start timing her once you say, "Ready, OK, begin".

Results: During the 10-second test, Mrs. R moves her feet out of position to rebalance herself.

How to proceed: Tell Mrs. R, "That was a good try." STOP the test because the next 2
positions are harder to perform. If Mrs. R cannot maintain Position 1, it isunlikely she will be
able to maintain Positions 2 or 3.

Coding: "1", Unsteady, but ableto rebalance self without physical support.
Rationale: Mrs. R moved her feet out of position but did not need to hold her walker, or lean
against the chair behind her, or receive assistance from you during the 10 seconds.

Mr. C has cognitive and hearing impairment and restlessness. He usualy walks independently
(wandering) and occasionally stands at the nurses station to be with the unit secretary. Therefore, you

know he can stand, but you do not know if he would be able to maintain his balance if her were asked
to "hold" specific standing positions for 10 seconds each. After completing the test preparation, and
steps for safety, you give Mr. C the brief directions and demonstration for testing position 1.

Results: During your interaction with Mr. C he becomes agitated, says "No, no" and walks
away.

How to proceed: STOP thetest.

Coding: " 2", Partial physical support duringtest or standsbut doesnot follow directions
for test. Rationale: Thisisthe best you can do under the circumstances. Although Mr. C did
not need physical help to balance, you really do not know what his true balance capacity is. All
you know is that heis able to stand, but you can't test his balance capacity because he refuses
and is unable to follow directions.

Ms. M has multiple sclerosis and has been confined to her bed and reclining chair for the last 2 years.

How to proceed: DO NOT perform any standing balance tests. Ms. M cannot stand.

Coding: " 3", Not ableto attempt test without physical help.
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Process:. b. Balancewhilesitting C position, trunk control
Preparation
$ Obtain awatch with a second hand to time the test.

$ Do not conduct sitting balance in wheelchair. Find achair with afirm, solid
seat to conduct the test.

$ Theheight of the chair seat should be low enough to allow the bottom of the
resident'sfeet to rest on thefloor for support. (Of course, thisdoes not apply
to persons with bilateral leg amputations.)

$ Itissafer to useachair with armsin case the resident needs physical support
during the test.

$ Stand close to the resident while testing sitting balance in order to catch or
balance the resident, if necessary.

$ If theresidentisheavy or tall or seemsfrail, ask another staff person to stand
by with you in case the resident needs assistance.

Conducting the test:

$ DO NOT attempt to test residents who are clearly unable to sit without
physical help. Code theseresidentsas™3", Not able to attempt test without
physical help.

$ Instruct the resident to sit in a chair with arms folded across his or her chest
without using the back or arms of the chair for support. Make sure the
resident's feet are both flat on the floor for support. Demonstrate the action
to the resident. Observe balance for 10 seconds, then ask resident to stop.

Codingg 0. Maintained position asrequired in test C Resident wasABLE tosit for 10
seconds without touching the back or sides of the chair for support.

1. Unsteady, but able to rebalance self without physical support. C
Resident was unable to maintain sitting balance for 10 seconds without
touching the back or sides of the chair for support. Resident was unsteady
but was ABLE to rebalance self.

2. Partial physical support by othersduringtest or sitsbut doesnot follow
directionsfor test C While resident performed part of activity, resident was
UNABLE to maintain sitting balance without physical support from other(s)
or from touching the backs or sides of the chair for support. This category
also includes residents who can sit but are unable or refuse to follow your
directions to perform thistest of sitting balance.
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3. Not ableto attempt test without physical help C Resident isnot ableto sit
without physical help from another, or an assistive/adaptive device, or chair
back/arms for support.

Examples of Sitting Balance

Ms. Z spends alot of time sitting in awheelchair on agel cushion for pressure relief. She
has a | eft-sided bel ow-the-knee amputation. She does not have aleg prosthesis. She also
has a left-sided hemiparesis from a CVA 1 year ago. You complete the test preparation
activities for safety, assist Ms. Z to transfer into a chair with a firm seat, and ask her to
place her right foot firmly on the floor. You instruct her to cross her arms over her chest.
She cannot lift her left arm across her chest but isableto hold it across her abdomen. You
instruct her to "sit up in the chair without leaning on the chair back or arms for support”.

You demonstrate this activity from another chair. Once the resident begins, you time for
10 seconds.

Results: Ms. Z maintained the position for the full 10 seconds without touching the chair
back/arms for support.

How to proceed: Tell Ms. Z, "You did an excellent job. That'sall we haveto do." STOP
testing. Thetest is complete.

Coding: "0", Maintained position as required in test.

4. Functional Limitation in Range of Motion
(A) Limitation in range of motion.

Intent: Limitation intherangeof motion C Torecord the presence of (A) functional
limitation in range of joint motion or (B) loss of voluntary movement.

Definition:  Limitation that interfereswith daily functioning (particularly with activities of
daily living), or places the resident at risk of injury.

Process: Assessing for functional limitations. This test is a screening item used to
determine the need for a more intensive evaluation. It does not need to be
performed by a physical therapist. Rather, it can be administered by a member
of any clinical discipline in accordance with these instructions.

$ Do each of the following tests on all residents unless contraindicated (e.g.,
recent fracture or joint replacement).

$ Perform each test on both sides of the resident's bodly.
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$ |If the resident is unable to follow verba directions demonstrate each
movement (e.g., Ask the resident to do what you're doing).

$ If resident is still unable to perform the activity after your demonstration,
move the resident's joints through slow, active assisted range of motion to
assess for limitations. In active assistive range of motion exercises, the
health professional provides support and direction with the resident
performing some of the activity.

$ STOPif aresident experiences pain.

Neck C With resident seated in a chair, ask him or her to turn the head
slowly, looking side to side. Then ask the resident to return head to center
and then try to reach the right ear towards the right shoulder, then left ear
towards left shoulder.

Arm C including shoulder or elbow C With resident seated in a chair
instruct him or her to reach with both hands and touch palms to back of the
head (mimics the action needed to comb hair). Then ask the resident to
touch each shoulder with the opposite hand. Alternatively, observe the
resident donning or removing a shirt over the head.

Hand C including wrist or fingers C For each hand, instruct the resident to
make afist, then open the hand (useful actions for grasping utensils, letting

go).

Leg C including hip or knee C While resident islying supinein aflat bed,
instruct the resident to lift his or her leg (one at atime), bending it at the
knee. [Thekneewill be at aright angle (90 degrees)]. Then ask the resident
to slowly lower his or her leg, and extend it flat on the mattress.

Foot C including ankle or toes C While supine in bed, instruct the resident
to flex (pull toes up towards head) and extend (push toes down away from
head) each foot.

Other limitation or loss C Decreased mobility in spine, jaw, or other joints
that are not listed.

Coding: For each body part, code the appropriate response for the resident's active (or
assisted passive) range of motion function during the past seven days. Enter the
code in the column labeled (A). If the resident has an amputation on one side of
the body, use Code "1", Limitation on one side of the body. If there are bilatera
amputations, use code "2", Limitation on both sides of the body.

0. Nolimitation C Resident hasfull function range of motion on the right and
left side.
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1. Limitation on one side of the body (either right or left side).

2. Limitation on both sides of the body.

Example of Coding for
(A) Limitation in Range of Motion

Mr. O was admitted to the nursing home for rehabilitation following right knee surgery. His
right leg isin animmobilizer. With the exception of hisright leg, Mr. O hasfull active range
of motion in all other areas.

Coding (A)

Neck

0
0
0
1
0
0

(B) Loss of voluntary movement.

Definition:

Process:

Coding:

October, 1995

Loss of voluntary movement C Impairment in purposeful (intentional)
functional movement. Thiscategory refersto arange of impairments exhibited
when a resident tries to perform a task and includes deficits such as
incoordination, tremors, spasms, muscular rigidity, "freezing", choreiform
movements (jerking) as well as lack of initiation of movement. Impairments
in voluntary movement are often due to injury or disease of muscles, bones,
nerves, spina cord or the brain and can place aresident at risk for functional
disability and injury.

While performing the assessment of range of motion in item G4(A) above,
observe the resident for impairment(s) in purposeful movement on each side of
the resident's body.

For each body part, code the appropriate response for the resident's function
during the past seven days. Enter the code in the column labelled (B). If the
body part is missing on one side (e.g., left above knee amputation), code "1",
Partial loss of voluntary movement. If missing bilaterally, code"2", Full loss of
voluntary movement.

0. Nolossof voluntary movement C Resident moves body part to complete
the required task. Movements are smooth and coordinated.

1. Partial loss of voluntary movement C Resident is able to initiate and

complete the required task but movements are slow, spastic, uncoordinated,
rigid, choreiform frozen, etc. on one or both sides.
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2. Full loss of voluntary movement C Resident is not able to initiate the
required task. Thereisno voluntary movement on either side.

Example of Function Limitation

Mrs. X is a diabetic who sustained a CVA 2 months ago. She can only turn her head
dlightly from side to side and tip her head towards each shoulder (limited neck range of
motion). She can perform all arm, hand, and leg motions on the right side, with smooth
coordinated movements. She is unable to move her left side (limited arm, hand, and leg
motion) as she has aflaccid left hemiparesis. Sheisableto extend her legsflat on the bed.
She has no feet. She has no other limitations.

Coding

(A) (B)
Limitation in L oss of
Range of Motion Voluntary M ovement

1 0

5. Modes of Locomotion

Intent: To record the type(s) of appliances, devices, or persona assistance the resident
used for locomotion (on and off unit).

Definition: Cane/walker/crutch C Also check this item in those instances where the
resident walks by pushing a wheelchair for support.

Wheeled self C Includes using a hand-propelled or motorized wheelchair, as
long as the resident takes responsibility for self-mobility, even for part of the
time.

Other person wheeled C Another person pushed the resident in a wheelchair.
Wheelchair primary mode of locomotion C Evenif resident walks some of the
time, he or she is primarily dependent on a wheelchair to get around. The
wheelchair may be motorized, self-propelled, or pushed by another person.

Coding: Check all that apply during the last 7 days. If no appliances or assistive devices
were used, check NONE OF ABOVE.
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6. Modes of Transfer

Intent:

Definition:

Coding:

To record the type(s) of appliances or assistive devices the resident used for
transferring in and out of bed or chair, and for bed mobility.

Bedfast all or most of the time C Resident isin bed or in arecliner in own
room for 22 hours or more per day. Thisdefinition aso includesresdentswho
areprimarily bedfast but have bathroom privileges. For care planning purposes
this information is useful for identifying residents who are at risk of
developing physical and functional problems associated with restricted
mobility, aswell as cognitive, mood, and behavior impairment related to social
isolation. Code thisitem when it wastrueon at least 4 of the last 7 days.

Bed rail(s) used for bed mobility or transfer C Refers to any type of side
rail(s) attached to the bed USED by the resident as a means of support to

facilitate turning and repositioning in bed, as well as for getting in and out of

bed. Do not check thisitem if resident did not userailsfor this purpose.
Lifted manually C Theresident was completely lifted by one or more persons.
Lifted mechanically C The resident was lifted by a mechanical device (e.g.,
Hoyer lift). Does not include a bath lift.

Transfer Aid C Includes devices such as slide boards, trapezes, canes, walkers,
braces and other assistive devices.

Check all that apply. If none of these items apply, check NONE of ABOVE.

7. Task Segmentation

Intent:

October, 1995

To identify residents who are more involved and independent in personal care
tasks (such as eating, bathing, grooming, dressing) because they have received
help in breaking tasks down into smaller steps. Some residents become
overwhelmed and anxious when there are expectations for greater
independence and they are no longer able to perform the steps necessary to
complete an ADL activity. Such residents are at great risk for becoming
dependent on others unless activities are made easier for them to manage by
task segmentation. These residents usually have some deficits in memory,
thinking, or paying attention to the task consequent to problems such as
dementia, head injury, CVA, or depression. Other residents receive task
segmentation care because of body-control problems, poor stamina, or other
physical difficulties that limit self-performance.
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Definition:
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Task segmentation provides the resident with directions C such as verbal
cues, physical cues, or verbal and physica cues C for performing each
constituent step in an ADL activity.

Verbal cueing involves giving averbal direction to complete the first step in a
task, and once the step is accomplished, giving another verba direction to
complete the next step. Verba encouragement, praise, and feedback for the
resident's successful completion of the steps are usually given by the direct care
staff person prior to providing the next verbal cue. For example, "That looks
good. Now put on this skirt."

Physical cueing involves giving the resident an object as a reminder of what
needs to be done C e.g., handing the resident some toilet paper as a cue to wipe
self, or placing an item from afood tray in front of the resident and handing him
or her afork as a cueto eat the item.

Physical and verbal cueing involves use of objects and words to stimulate action
C eg., giving the resident one item of clothing at a time and saying "Put this
shirt on," whichisless confusing to a cognitively impaired resident than putting
all clothing items before him or her and saying "Get dressed.”
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Examples

Task Segmentation

No Task Segmentation

When handed a soapy face cloth and
asked, "Would you please wash your
face?', the resident washes her face.

When a nurse assistant sets a mirror in
front of the resident, and hands him a
brush, the resident brushes his hair.

When the nurse assistant hands the
resident asock and says "Put this sock on
thisfoot" and upon completion of the step
hands the resident another sock and says
"Put this sock on this foot," the resident
dons his socks.

When single food items and only one
utensil are presented to the resident in
succession, the resident eats
independently.

When a nurse assistant gives verbal
directions for each step in transferring
from a wheelchair (e.g., "Lock the
brakes... Hold onto the arms of the chair
and push yourself up... Hold onto your
walker with both hands like this
[demonstrates]™), theresident succeedsin
transferring himself from a seated to a
standing position.

When awash basin, aface cloth, atowd,
and various grooming supplies are placed
before the resident, the resident becomes
overwhelmed.

When a nurse assistant places the
resident’s clothes for the day on the bed
and says, "Get dressed,” the resident
becomes confused and is unable to dress
self.

When a tray containing an entire meal
and several different utensils are placed
before the resident on atable, the resident
becomes confused and is unable to eat by
herself.

When a nurse assistant lifts a resident
from a sitting to a standing position and
does not involve the resident in the
process of self-care in the activity, the
resident becomes more physicaly
dependent on the nurse assistant.

For all above examples, Code" 1" for Yes.

For all above examples, Code" 0" for No.
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Process:

Coding:

Ask the nurse assistant to think about how the resident completes activities of
daily living, or ways the nurse assistant helped the resident complete an activity
of daily living over the last seven days. Specifically: Did the nurse assistant
break the ADL activity into subtasks (smaller steps) so that the resident could
perform them? Did this occur in the last seven days?

Code"0" if task segmentation was not done. Code"1" if ADLswere broken into
a series of subtasks so that resident could perform them.

8. ADL Functional Rehabilitation Potential

Intent:

Process:
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To describe beliefs and characteristics rel ated to the resident's functional status
that may indicate he or she has the capacity for greater independence and
involvement in self-care in at least some ADL areas. Even if highly
independent in an activity, the resident may believe he or she can do better
(e.g., walk longer distances, shower independently).

Ask if the resident thinks he or she could be more self-sufficient given more
time. Listen to and record what the resident believes, even if it appears
unrealistic. Also, as aclueto whether the resident might do better al the time,
ask if his or her ability to perform ADLs varies from time to time, or if ADL
function or joint range of motion has declined or improved in the last three
months.

Ask direct care staff (e.g., nurse assistants on al shifts) who routinely care for
the resident if they think he or she is capable of greater independence, or if the
resident's performancein ADLsvariesfrom timeto time. Ask if ADL function
or range of motion of joints declined or improved in the last three months. You
may need to prompt staff to consider such factors as:

$ Has self-performance in any ADL varied over the last week (e.g., the
resident usually requirestwo-person assi stance but on one day transferred out
of bed with assistance of one person)?

$ Hasresident's performance varied during the day (e.g., more involved and
independent in the afternoon than in the morning)?

$ Wasthe resident so slow in performing some activities that staff members
intervened and performed the task or activity? Is the resident capable of
increased self-performance when given more time? - OR - Is the resident
capable of increased sdlf-performance when tasks are broken into
manageabl e steps?

$ Doestheresident tire noticeably during most days?
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$ Does the resident avoid an ADL activity even though physically or
cognitively capable (e.g., refuses to walk alone for fear of falling, demands
that others attend to personal care because they do it better)?
$ Hastheresident's performancein any ADL improved?

Coding: Check al that apply. If none of these items apply check NONE OF ABOVE.

Examples

Mr. N, who is cognitively impaired, receives limited physical assistance in locomotion for
safety purposes. However, he believes heis capable of walking alone and often getsup and
walksby himself when staff aren't looking. Check " a" (Resident believes he/she capable
of increased independence).

The nurse assistant who totally feeds Mrs. W has noticed in the past week that Mrs. W has
made several attempts to pick up finger foods. She believes Mrs. W could become more
independent in eating if she received close supervision (cueing) in a small group for
restorative care in eating. Check " b" (Direct care staff believes resident is capable of
increased independence).

Mrs. Y has demonstrated the ability to get dressed, but has missed breakfast on several
occasions because she was slow getting organized. Therefore, every morning her nurse
assistant physically helped her to dress so that shewould beready for breakfast. Check " ¢
(Resident able to perform task but isvery slow).

Mrs. F remained continent during day shifts while receiving supervision in toileting.
During the evening and night shifts she was incontinent because she was not helped out of
bed to the toilet room. After incontinence episodes, direct-care staff provided total helpin
hygiene. Check " d" (Differencein ADL self-performanceor ADL support, comparing
morningsto evenings).

Mr. K has hemiplegia secondary to a CVA. He receives extensive assistance in bed
mobility transfer, dressing, toilet use, personal hygiene and eating. Heistotally dependent
in locomotion (wheelchair). Whenever he has tried to do more for himself he has
experienced chest pain and shortness of breath. Both Mr. K and direct care staff believe
that he isinvolved in self-care as much as he is physically able. Check "€" (NONE OF
ABOVE).
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9. Change in ADL Function

Intent: To document any changes occurring in the resident's overall ADL self-
performance, as compared to status of 90 days ago (or since last assessment if
less than 90 days ago). These include, but are not limited to, changes in the
resident's level of involvement in ADL activities aswell asthe amount and the
type of support received by staff. If the resident is a new admission to the
facility, this item includes changes during the period prior to admission.

Process: Review the record for indications of a change. Consult with the resident and
direct care staff. Review Section G from the last assessment and compare these
findings with current findings. For new residents, consult with the primary
family caregiver.

Coding:  Code"0" if there has been no change. Code"1" if theresident's ADL function has
improved. Code"2" if the resident’s function has deteriorated. You may find that
some ADL shaveimproved, some deteriorated, and othersremain unchanged. You
must weigh all of the information and make an overall clinical judgment (e.g., in
general, the resident's ADL function has...).

Examples
Dr. B had been highly involved in self-carein most ADL activities. Seven weeks ago he dipped,
fell, and bruised his right wrist. For several weeks he recelved more extensive assistance with
dressing, grooming, and eating. However, in the last three weeks he is functioning at the same
level of involvement in ADLs as beforethefall. Code" 0" for No change.

Ms. A participated in a structured feeding group during the past six weeks. With lots of
encouragement and supervision from the group leader, she has progressed from requiring
extensive assistance to feeding herself under staff supervision. Her performancein other ADLsS
remains unchanged. Code" 1" for Improved.

Since fracturing her left hip three weeks ago, Mrs. Z receives more weight bearing help with
transfers, locomotion, dressing, toileting, personal hygiene, and bathing. However, she has made
stridesin OT and PT. Her improvement in self-care has been steady although she still hasalong
way to go to reach her Self-Performance level of 90 daysago. Code " 2" for Deteriorated.

(continued on next page)
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Examples
(continued)

Mr. L'sfavorite nurse (Miss M cC) transferred to another unit 30 daysago. Although he sayshe's
happy for her, he has become more passive and withdravn. He no longer dresses himself in a
suit andtie. Hispersona hygiene habits have deteriorated and he now must be frequently coaxed
to shave and wash himself and comb his hair. Because he now wears stained clothing, staff have
started to select and set out his clothes each day. Despite these losses, Mr. L is now somewhat
more self-sufficient in locomotion, making twice-a-week trips to see Miss McC on her new unit.
Code "2" for Deteriorated. The rationale for the coding decision is that although some
improvement isnoted in one ADL activity (locomotion) it only occurstwice weekly. Ingeneral,
Mr. L has deteriorated in his self-care performancein two ADL activities (dressing and personal
hygiene) that require multiple daily tasks.

During a Significant Change assessment for severe mood distress, Mrs. M was found to be more
dependent on othersfor physical assistancein personal hygiene, dressing and toileting. Shealso
received more coaxing and encouragement to eat. These changes represented less involvement
in self-care since the last assessment two months ago. Code " 2" for Deteriorated.

SECTION H.
CONTINENCE IN LAST 14 DAYS

1. Continence Self-Control Categories

Note: Thissection differsfrom the other ADL assessment itemsin that thetime period
for review has been extended to 14 days. Research has shown that 14 days are
the minimum required to obtain an accurate picture of bowel continence patterns.
For the sake of consistency, both bowel continence and bladder continence are
evaluated over 14 days.

Intent: To determine and record theresident's pattern of bladder and bowel continence
(control) over the last 14 days.

Definition. Bladder and Bowel Continence C Refers to control of urinary bladder
function and/or bowel movement. Thisitem describesthe resident'sbowel and
bladder continence pattern even with scheduled toileting plans, continence
training programs, or appliances. It does not refer to the resident's ability to
toilet self C e.qg., aresident can receive extensive assistancein toileting and yet
be continent, perhaps as aresult of staff help. The resident's self-performance
in toilet use isrecorded in Item G1iA.

Process: Review the resident's clinical record and any urinary or bowel elimination flow
sheets (if available). Validate the accuracy of written records with the resident.

October, 1995 Page 3-105



CH 3: MDS Items [H] HCFA's RAIl Version 2.0 Manual

Page 3-106

Make sure that your discussions are held in private. Control of bladder and
bowel function are sensitive subjects, particularly for residents who are
struggling to maintain control. Many people with poor control will try to hide
their problems out of embarrassment or fear of retribution. Others will not
report problems to staff because they mistakenly believe that incontinenceis a
natural part of aging and that nothing can be done to reverse the problem.
Despite these common reactions to incontinence, many elders are relieved when
a health care professional shows enough concern to ask about the nature of the
problem in a sensitive, straightforward manner.

$ Vaidate continence patterns with people who know the resident well (e.g.,
primary family caregiver of newly admitted resident; direct care staff).

$ Remember to consider continence patterns over the last 14 day period, 24
hours a day, including weekends. If staff assignments change frequently,
consider initiating and maintaining a bladder and bowel elimination flow
sheet in order to gather more accurate information as a basis for coding
decisions and, ultimately, care planning.

A five-point coding scale is used to describe continence patterns. Noticethat in
each category, different frequencies of incontinent episodes are specified for
bladder and bowel. The reason for these differences is that there are more
episodes of urination per day and week, whereas bowel movements typically
occur less often.

0. Continent C Complete control (including control achieved by care that
involves prompted voiding, habit training, reminders, etc.).

1. Usually Continent C Bladder, incontinent episodes occur once a week or
less; Bowel incontinent episodes occur less than once a week.

2. Occasionally Incontinent C Bladder incontinent episodes occur two or
more times a week but not daily; Bowel incontinent episodes occur once a
week.

3. Frequently Incontinent C Bladder incontinent episodes tend to occur

daily, but some control is present (e.g., on day shift); Bowel incontinent
episodes occur two to three times per week.
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4. Incontinent C Hasinadequate control. Bladder incontinent episodes occur
multiple times daily; Bowel incontinent isall (or amost al) of the time.

Coding: Choose one response to code level of bladder continence and one response to code

level of bowel continence for the resident over the last 14 days.

Code for the resident's actual bladder and bowel continence pattern C i.e., the
frequency with which the resident is wet and dry during the 14 day assessment
period. Do not record the level of control that the resident might have achieved
under optimal circumstances.

For bladder incontinence, the difference between a code of "3" (Frequently
Incontinent) and "4" (Incontinent) isdetermined by the presence ("3") or absence
("4") of any bladder control.

Examples of Bladder Continence Coding

Mr. Q was taken to the toilet after every meal, before bed, and once during the night. He
was never found wet and is considered continent. Code" 0" for " Continent" C Bladder.

Mr. R had an indwelling catheter in place during the entire 14 day assessment period. He
was never found wet and is considered continent. Code" 0" for " Continent" C Bladder.

Although sheis generally continent of urine, every once in awhile (about once in 2 weeks)
Mrs. T doesn't make it to the bathroom to urinate in time after receiving her daily diuretic
pill. Code" 1" for "Usually Continent" C Bladder.

Mrs. A has less than daily episodes of urinary incontinence, particularly late in the day
when sheistired. Code" 2" for " Occasionally Incontinent” C Bladder.

Mr. Siscomatose. Hewears an external (condom) catheter to protect his skin from contact
with urine. This catheter has been difficult for staff to manage as it keeps slipping off.
They havetried several different brands without success. During thelast 14 days Mr. Shas
been found wet at least twice daily on the day shift. Code "3" for " Frequently
Incontinent” C Bladder.

Mrs. U isterminally ill with end-stage Alzheimer's disease. Sheisvery frail and has stiff,
painful contracturesof all extremities. Sheisprimarily bedfast on aspecial water mattress,
and is turned and re-positioned hourly for comfort. Sheis not toileted and is incontinent
of urine for all episodes. Code" 4" for Incontinent” C Bladder.

Bowel Elimination Pattern

Intent; To record the effectiveness of resident's bowel function.
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Definition:

Process:

Coding:

Bowel elimination pattern regular C Resident has at least one movement
every three days.

Constipation C Resident passes two or fewer bowel movements per week, or
strains more than one out of four times when having a bowel movement.

Diarrhea C Frequent elimination of watery stoolsfrom any etiology (e.g., diet,
viral or bacterial infection).

Fecal impaction C The presence of hard stool upon digital rectal exam. Fecal
impaction may also be present if stool is seen on abdominal x-ray in the sigmoid
colon or higher, even with a negative digital exam or documentation in the
clinical record of daily bowel movement.

Ask theresident. Examine, if necessary. Review theclinical record, particularly
any documentation flow sheets of bowel elimination patterns. Ask direct care
staff (e.g., nurse assistants from all shifts).

Check all that apply in the last 14 days. If no items apply, check NONE OF
ABOVE.

3. Appliances and Programs

Definition:
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Any scheduled toileting plan C A plan whereby staff members at scheduled
times each day either take the resident to the toilet room, or give the resident
a urinal, or remind the resident to go to the toilet. Includes habit training
and/or prompted voiding.

Bladder retraining program C A retraining program where the resident is
taught to consciously delay urinating (voiding) or resist the urgency to void.
Residents are encouraged to void on a schedule rather than according to their
urgeto void. Thisform of training is used to manage urinary incontinence due
to bladder instability.

External (condom) catheter C A urinary collection appliance worn over the
penis.

Indwelling catheter C A catheter that is maintained within the bladder for the
purpose of continuous drainage of urine. Includes cathetersinserted through the
urethra or by supra-pubic incision.

Intermittent catheter C A catheter that is used periodically for draining urine
from the bladder. Thistype of catheter isusually removed immediately after the
bladder has been emptied. Includes intermittent catheterization whether
performed by a licensed professional or by the resident. Catheterization may
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Process:

Coding:

4. Change in

Intent:

Process:

occur as a one-time event (e.g., to obtain a sterile specimen) or as part of a
bladder emptying program (e.g., every shift in aresident with an underactive or
acontractile bladder muscle).

Did not usetoilet room/commode/urinal C Resident never used any of these
items during the last 14 days, nor used a bed pan.

Pads/brief used C Any type of absorbent, disposable or reusable undergarment
or item, whether worn by the resident (e.g., diaper, adult brief) or placed on the
bed or chair for protection from incontinence. Does not include the routine use
of pads on beds when aresident is never or rarely incontinent.

Enemagl/irrigation C Any type of enemaor bowel irrigation, including ostomy
irrigations.

Ostomy present C Any type of ostomy of the gastrointestinal or genitourinary
tract.

Check the clinical record. Consult with nurse assistant and the resident. Be sure
to ask about any itemsthat are usually hidden from view because they are worn
under street clothing (e.g., pads or briefs).

Check all that apply. If none of the items apply, check NONE OF ABOVE.

Urinary Continence

To document changes in the resident’s urinary continence status as compared
to 90 daysago (or since last assessment if less than 90 days ago), including any
changes in self-control categories, appliances, or programs. If the resident is
anew admission to the facility, this item includes changes during the period
prior to admission.

Review theresident'sclinical record and Bladder Continence patternsasrecorded
in the last assessment (if available). Validate findings with the resident and
direct care staff on al shifts. For new residents, consult with the primary family
caregiver.

Coding: Code"0" for No change, "1" for Improvement, or "2" for Deteriorated. A resident

W

ho was incontinent 90 days ago who is now continent by virtue of a catheter

should be coded as"1", Improved. See fourth example in the box below.

October, 1995

Page 3-109



CH 3: MDS Items [H/I] HCFA's RAIl Version 2.0 Manual

1

Examples of Changein Urinary Continence

During an outbreak of gastroenteritis at the nursing home six weeks ago, Mrs. L, who is
usually continent, became totally incontinent of bladder and bowel. This problem lasted
only two weeks and she has been continent for the last month. Code" 0" for No change.

Dr. R had prostate surgery three months ago. Prior to surgery, he was frequently
incontinent. Upon returning from the hospital, his indwelling catheter was discontinued.
Although heinitially experienced incontinence, he now remains dry with only occasiona
incontinence. He sings the praises of surgery to hispeers. Code" 1" for Improved.

Mrs. B is a new admission. Both she and her daughter report that she has never been
incontinent of urine. By her third day of residency, her urinary incontinence became
evident, especialy at night. Code" 2" for Deteriorated.

Two weeks ago Mr. K returned from the hospital following plastic surgery for a pressure
ulcer. Prior to hospital admission, Mr. K was totally incontinent of urine. He is now
continent with an indwelling catheter in place. Code "1" for Improved. Rationale:
Although one could perceive that Mr. K had "deteriorated" because he now has a catheter
for bladder control, remember that the MDS definition for bladder continence states
"Control of bladder function with appliances (e.g., foley) or continence programs, if
employed.”

SECTION 1.
DISEASE DIAGNOSES

Intent: To document the presence of diseases that have arelationship to the resident's

current ADL status, cognitive status, mood or behavior status, medical
treatments, nursing monitoring or risk of death. In general, these are
conditionsthat drive the current care plan. Do not include conditionsthat have
been resolved or no longer affect the resident's functioning or care plan. In
many facilities, clinical staff and physicians neglect to update the list of
resident's "active" diagnoses. There may also be a tendency to continue old
diagnoses that are either resolved or no longer relevant to the resident’s plan of
care. One of theimportant functions of the MDS assessment is to generate an
updated, accurate picture of the resident's health status.

Definition:  Nursing monitoring C Includes clinical monitoring by alicensed nurse (e.g.,

serial blood pressure evaluations, medication management, etc.)

Diseases
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Diabetesmellitus C Includesinsulin-dependent diabetesmellitus(IDDM) and
diet-controlled diabetes mellitus (NIDDM or AODM).

Cardiac dysrhythmias C Disorder of heart rate or heart rhythm.

Peripheral vascular disease C Vascular disease of the lower extremities that
can be of venous and/or arterial origin.

Arthritis C Includes degenerative joint disease (DJD), osteoarthritis (OA), and
rheumatoid arthritis (RA). Record more specific forms of arthritis (e.g.,
Sjogren’s syndrome; gouty arthritis) in Item 13 (with ICD-9-CM code).

Hip fracture C Includes any hip fracture that occurred at any time that
continues to have a relationship to current status, treatments, monitoring, etc.
Hip fracture diagnoses also include femoral neck fractures, fractures of the
trochanter, subcapital fractures.

Missing limb (e.g., amputation) C Includes loss of any part of any upper or
lower extremity.

Pathological bone fracture C Fracture of any bone due to weakening of the
bone, usually as aresult of a cancerous process.

Aphasia C A speech or language disorder caused by disease or injury to the
brain resulting in difficulty expressing thoughts (i.e., speaking, writing), or
understanding spoken or written language.

Cerebral palsy C Paralysis related to developmental brain defects or birth
trauma.

Cerebrovascular accident (CVA/Stroke) C A vascular insult to the brain that
may be caused by intracranial bleeding, cerebral thromboses, infarcts, emboli.
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Process:
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Dementia other than Alzheimer's C Includes diagnoses of organic brain
syndrome (OBYS) or chronic brain syndrome (CBS), senility, senile dementia,
multi-infarct dementia, and dementia related to neurologic diseases other than
Alzheimer's (e.g., Picks, Creutzfeld-Jacob, Huntington's disease, etc.).

Hemiplegia’lhemiparesisC Paralysig/partia paralysis (temporary or permanent
impairment of sensation, function, motion) of both limbs on one side of the
body. Usually caused by cerebral hemorrhage, thrombosis, embolism, or tumor.
There must be adiagnosis of hemiplegia or hemiparesisin the resident's record.

Paraplegia C Paralysis (temporary or permanent impairment of sensation,
function, motion) of the lower part of the body, including both legs. Usualy
caused by cerebral hemorrhage, thrombosis, embolism, tumor, or spina cord
injury. There must be a diagnosis of paraplegiain the resident's record.

Quadriplegia C Paralysis (temporary or permanent impairment of sensation,
function, motion) of all four limbs. Usually caused by cerebral hemorrhage,
thrombosis, embolism, tumor, or spinal cord injury. There must be adiagnosis
of quadriplegiain the resident's record.

Transient ischemia attack C A sudden, temporary, inadequate supply of blood
to alocalized area of the brain. Often recurrent.

Traumatic brain injury C Damageto the brain asaresult of physical injury to
the head.

Manic depressive (bipolar disease) C Includes documentation of clinical
diagnoses of either manic depression or bipolar disorder. "Bipolar disorder” is
the current term for manic depressive illness.

Emphysema/COPD C Includes COPD (chronic obstructive pulmonary disease)
or COLD (chronic obstructive lung disease), chronic restrictive lung diseases
such as asbestosis, and chronic bronchitis.

Allergies C Any hypersensitivity caused by exposure to a particular allergen.
Includes agents (natural and artificial) to which the resident is susceptible for an
alergicreaction, not only those to which he or she currently reacted toin the last
seven days. This item includes alergies to drugs (e.g., aspirin, antibiotics),
foods(e.g., eggs, wheat, strawberries, shellfish, milk), environmental substances
(e.g., dust, pollen), animals (e.g., dogs, birds, cats), and cleaning products (e.g.,
soap, laundry detergent), etc. Hypersensitivity reactions include but are not
limited to, itchy eyes, runny nose, sneezing, contact dermatitis, etc.

Anemia C Includes anemia of any etiology.

Consult transfer documentation and medical record (including current physician
treatment orders and nursing care plans). If the resident was admitted from an
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acute care or rehabilitation hospital, the discharge forms often list diagnoses and
corresponding ICD-9-CM codes that were current during the hospital stay. If
these diagnoses are still active, record them on the MDS form. Also, accept
statements by the resident that seem to have clinical validity. Consult with
physician for confirmation and initiate necessary physician documentation.

Physician involvement in this part of the assessment process is crucial. The
physician should be asked to review the itemsin Section | at the time of visit
closest to the scheduled MDS assessment. Use this scheduled visit as an
opportunity to ensurethat active diagnosesare noted and "inactive" diagnosesare
designated asresolved. Thisisalso animportant opportunity to sharethe entire
MDS assessment with the physician. In many nursing facilities physicians are
not brought into the MDS review and assessment process. It istheresponsibility
of facility staff to aggressively solicit physician input. Inaccurate or missed
diagnoses can be a seriousimpediment to care planning. Thus, you should share
this section of the MDS with the physician and ask for his or her input.
Physicians completing a portion of the MDS assessment should signin Item R2
(Signatures of Those Completing the Assessment).

Full physician review of the most recent MDS assessment or ongoing input into
the assessment currently being completed can be very useful. For the physician,
the MDS assessment compl eted by facility staff can provide insights that would
have otherwise not been possible. For staff, the informed comments of the
physician may suggest new avenues of inquiry, or help to confirm existing
observations, or suggest the need for additional follow-up.

Check adiseaseitem only if the disease has arelationship to current ADL status,
cognitive status, behavior status, medical treatment, nursing monitoring, or risk
of death. For example, it isnot necessary to check "hypertension” if one episode
occurred several years ago unless the hypertension is either currently being
controlled with medications, diet, biofeedback, etc., or is being regularly
monitored to prevent a recurrence.

Do not record any conditions that have been resolved and no longer affect the
resident's functional status or care plan.

Check all that apply. If none of the conditions apply, check NONE OF ABOVE.
If you have more detailed information available in the clinical record for a
mor e definitive diagnosis than is provided in the list in Section 11, check the
more general diagnosisin I 1 and then enter the more detailed diagnosis (with
|CD-9-CM code) under 13.

For example: If the record reveals that the resident has "osteoarthritis' you

check item 11l (Arthritis) and record "Osteoarthritis' with 1CD-9-CM Code
715.00 in Section I3.

Page 3-113



CH 3. MDS Items [I]

HCFA's RAI Version 2.0 Manual

Consult the resident's transfer documentation (in the case of new admissions or
re-admissions) and current medical record including current nursing care plans.
There will be times when a particular diagnosis will not be documented in the
medical record. If that isthe case, asindicated above, accept statements by the
resident that seem to have clinical validity, consult with the physician for
confirmation, and initiate necessary physician documentation.

For example: If anew resident says he or she had a severe depression and was
seeing a private psychiatrist in the community, thisinformation may have been
missed if the information was not carried forward in records accompanying the
resident from an acute care hospital to the nursing home.

Thefollowing chart of ICD-9-CM codesfor diseaseslisted in Item |1 isintended to clarify the
level of specificity represented when the disease item is checked. Thisisalso thelist to use
in computer applications of the MDS.

|CD-9-CM Codes for Diseases Listed in Section |11

|CD-9-CM Code

Disease Condition

ENDOCRINE/METABOLIC/NUTRITIONAL

250.00

242.9[0 or1]

244.9
HEART/CIRCULATION

414.00 through 414.03

427.9

428.0

453.8

401.9

458.9

443.9

429.2
MUSCULOSKELETAL

716.90

820.9

736.89

733.00
733.10
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Diabetes mellitus
Hyperthyroidism
Hypothyroidism

Arteriosclerotic heart disease (ASHD)
Cardiac dysrhythmia

Congestive heart failure

Deep vein thrombosis

Hypertension (unspecified)

Hypotension (unspecified)

Peripheral vascular disease (unspecified)
Other cardiovascular disease

Arthritis (unspecified site)

Hip fracture (unspecified site or NOS [not otherwise
specified])

Missing limb (e.g., amputation)

Osteoporosis (unspecified)

Pathological bone fracture (unspecified sites)

(Continued on next page)

October, 1995



HCFA's RAI Version 2.0 Manual

CH 3: MDS Items [I]

|CD-9-CM Codes for Diseases Listed in Section 11
(Continued)
ICD-9-CM Code Disease Condition
NEUROLOGICAL
331.0 Alzheimer's disease
784.3 Aphasia
343.90 Cerebral palsy (unspecified)
436 Cerebrovascular accident (stroke) (NOS acute)
290.0 Dementia other than Alzheimer's (Senile Dementia, NOS)
342.90 through 342.92  Hemiplegia/Hemiparesis
340 Multiple sclerosis (NOS)
344.1 Paraplegia
332.0 Parkinson's disease
344.00 through 344.09  Quadriplegia
780.3 Seizure disorder
435.9 Transient ischemic attack (TIA) (unspecified)
854.00 Traumatic brain injury (unspecified)
PSYCHIATRIC/MOOD
300.00 Anxiety disorder (unspecified)
311 Depression
296.8 Manic depression (bipolar disease)
295.90 Schizophrenia (unspecified)
PULMONARY
493.90 Asthma (unspecified)
492.8 Emphysema
496 COPD
SENSORY
366.9 Cataracts (unspecified)
362.01, 362.02 and Diabetic retinopathy
250.50 through 250.53
365.9 Glaucoma (unspecified)
362.50 Macular degeneration (unspecif